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INTRODUCTION 


HE following study of the literature up- 

on uretero-intestinal anastomosis was 

undertaken with the object of gaining 

a better understanding of the surgical 
problem. Eighty years have elapsed since Simon 
made the first attempt to divert the urine to the 
bowel, and in this time more than 1,000 such oper- 
ations have been performed. Surely something of 
the surgical principles involved must have been 
learned. The historical reviews which have ap- 
peared from time to time! list more or less chron- 
ologically the various methods which have been 
used without distinguishing the principles of sur- 
gery upon which each of the different methods is 
based. Such an analysis leaves something to be 
desired because. the historical material is of impor- 
tance to the surgeon of today only insofar as it 
teaches the way to implant ureters more success- 
fully than has been done in the past and in what 
particulars even the most successful methods are 
at fault. It must be admitted that the implan- 


tation of the ureters into the intestinal tract is a 
_ From the Division of Urology, University of California: Medical 
School. 

'Peterson, 1900; Steinke, 1909; Buchanan, 1909; Sembianti, rors; 
Mayo, 1920; Papin, 1925. 
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serious procedure. A few surgeons maintain that 
the operation always will be dangerous and con- 
sequently forever impractical. Naturally every 
surgeon wants to know whether the procedure is 
less serious now than it was and, if so, whether 
improvement is attributable to the introduction 
and application of newer, better principles of sur- 
gery. He then wants to know what these differ- 
ent surgical principles are and why they were 
advocated. This degree of understanding of the 
problem is the object of the present study. 

All methods for the ureteral diversion of urine 
may be grouped according to the following classifi- 
cation: 

I. Non-intestinal. 
A. To the skin. 
B. To other structures. 
. Urethra. 
. Vagina. 
. Fallopian tube. 
. Uterus. 
. Blood vessel. 
. Meninges of the spinal cord. 
II. Intestinal. 
A. Into an excluded portion of the tract 
1. Completely excluded portion. 
2. Partially excluded portion. 
B. Into the intact tract. 


Non-intestinal methods of ureteral implanta- 
tion are not a part of this study. Implantations 
to the skin, which perhaps do not seriously endan- 
ger the life of the patient at the time of operation, 
permanently place a burden of care and discom- 
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fort because of incontinence. The formation of a 


vesicovaginal fistula is no more than a temporiz- 
ing measure, and implantations to other structures 
are obviously without merit. 

Of the intestinal methods for the ureteral diver- 
sion of urine, those to the intact tract have been 
used most often and fulfill best the surgical 
requirements. Consideration of these methods 


PART I. 
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forms the major part of this study. For the sake 
of completeness the surgical principle of creating 
a bladder by isolation of a portion of the bowel 
or of forming a urinary channel by transplanting 
the ureters into a partially excluded portion in 
order that the ends of the ureters will not come 
into direct contact with the fecal stream is given 
brief consideration. 


URETERO-INTESTINAL IMPLANTATION INTO AN EXCLUDED PORTION 


OF THE INTESTINAL TRACT 


Diversion of the fecal stream so as to diminish 
ascending infection was the idea which prompted 
partial exclusion of portions of the intestine into 
which to implant ureters. This surgical principle 
is discussed subsequently in connection with colos- 
tomy preliminary to implantation. The French 
and German surgeons who advocated complete 
exclusion had in mind, however, the production 
of an artificial bladder which, according to Heitz- 
Boyer and Hovelacque, should assure continence, 
possess a free, unobstructed excretory canal, and 
be accessible for instrumental exploration. With 
these criteria as the main objects, the methods 
can be classified according to the type of exclusion 
of the bowel without reference to the method of 
ureteral implantation!, as follows: 


1. Implantation of the ureters into a completely 
excluded portion of the intestinal tract. 


a. An artificial bladder made from the small 
gut. 
(1) Placed under control of the vesical 
sphincter (experimental only). Tizzoni 
and Foggi, 1888. 
(2) With the end brought out through the 
anal sphincter. Cuneo, rgrt. 
b. An artificial bladder made from the entire 
rectum. 
(1) Iliac sigmoidostomy. Mauclaire, 1894. 
(2) With the sigmoid drawn through the 
anal sphincter. Gersuny, 1898. 
(3) With the excluded rectum made to com- 
municate with the urethra for control by 
the sphincter. Lemoine, 1912. 

. An artificial bladder made from a pouch of 
the anterior rectum (experimental only). 
Lotheisen, 1899. 

. An artificial bladder made from the ileo- 
cecal region, the appendix serving as a 
urethra. Verhoogen, 1908. 

1The method of ureteral implantation in conjunction with an exclusion 
operation is referred to in Part I under the name of the originator, as 


‘*Maydl”’ or “‘Stiles’’; or after the classification of surgical principles of 
Part II of this paper, as ‘‘direct’’ (the second surgical principle). 


2. Implantation of the ureters into a partially 

excluded portion of the intestinal tract. 

a. A blind pouch of the lower ileum emptying 
into: 
(1) The ileum (experimental only). Nagano, 

gol. 

(2) The cecum. Goldenberg, 1904. 
(3) The transverse colon. Moskowicz, 1909. 
(4) The sigmoid. Berg, 1907. 

b. A blind pouch of short-circuited loop of the 
sigmoid. Borelius-Berglund, 1903. 

c. A blind pouch of the sigmoid emptying into: 
(1) The lower sigmoid. Mueller, 1903. 
(2) The rectum. Muscatello, 1904. 

d. A blind pouch of the upper rectum (experi- 
mental only). Descomps, 1909. 


1. IMPLANTATION OF THE URETERS INTO A Com- 
PLETELY EXCLUDED PORTION OF THE INTES- 
TINAL TRACT 


A. AN ARTIFICIAL BLADDER MADE FROM 
THE SMALL GUT 


(1) Placed under the control of the vesical sphinc- 
ter. The earliest attempt to form an artificial 
bladder was made by Tizzoni and Foggi in 1888. 
Operating upon a dog, these workers completely 
isolated a loop of small intestine 7 cm. long which 
they lavaged and converted into a closed pouch 
by uniting the two ends. The continuity of the 
intestinal tract was re-established by anastomosis 
of the remaining ends. One month later the 
ureters were transplanted (by a method not 
stated) into the blind loop which, in turn, was 
sutured to the neck of the bladder. The animal 
was alive and well two months later. When, in 
a second dog, the entire operation was attempted 
in 1 stage, death resulted after eight days. 

(2) With the end brought out through the anal 
sphincter. The first clinical operation in which the 
small intestine was used as a completely isolated 
urinary reservoir was devised by Cuneo in 1911 
(Fig. 1 A). By the perineal route the rectal 
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mucosa was dissected free anteriorly to make a 
cavity 4 or 5 cm. long which was to serve as an 
opening for the new bladder. In the abdominal 
part of the operation, which was performed im- 
mediately, a loop of small gut from 18 to 20 cm. 
long, taken from a point 20 cm. above the ileo- 
cecal valve, was isolated with preservation of the 
mesentery. The continuity of the intestine was 
next re-established by a circular enterorrhaphy 
and the proximal end of the excluded loop was 
closed. The distal end of the loop was drawn, by 
means of a Kocher clamp, through the opening 
which had been made previously anterior to the 
rectum, and the edges were sutured to the anal 
mucosa. Cuneo advised against resecting the 
excess of ileal mucosa forming a partition with the 
anus because retraction and scar formation draw 
up the inferior portion of this partition, producing 
an incomplete division of the rectum and new 
bladder. 

At a second operation, six weeks later, the 
ureters were implanted into the excluded pouch 
intraperitoneally by the technique of Maydl or 
Bergenhem. 

In 3 cases of exstrophy of the bladder treated 
by this method there was 1 death from peritoni- 
tis. The 2 patients who recovered from the opera- 
tion suffered from urinary fistule. (Table I.) 


B. AN ARTIFICIAL BLADDER MADE FROM 
THE ENTIRE RECTUM 


(1) Iliac sigmoidostomy. Mauclaire, in 1895, 
experimenting with dogs, completely isolated the 
rectum, implanted both ureters in the invaginated 
superior end, and used the divided end of sigmoid 
to establish an artificial anus in the iliac region. 
He advised the use of ureterorectal catheters 
which he claimed permitted the surgeon to make 
an oblique implant in the rectal wall and, at the 
same time, served for irrigation of the newly 
formed bladder. Although Mauclaire performed 
no clinical operations he suggested the formation 
of a perineal anus with the divided sigmoid 
in man. 

The first clinical application of this technique 
was made in 1905 by Remedi, who executed the 
entire procedure in 1 stage. Two years later 
Kroenig modified the operation to incorporate 2 
stages (Fig. 1 B). In the first stage, carried out 
twelve days before the second, the rectum was 
excluded and the iliac anus formed. In the second 
stage the ureters were transplanted to the exclud- 
ed rectum by the direct method. Rovsing, in 
1915, described a 2-stage technique which was 
similar except that the ureters were transplanted 
by Maydl’s procedure. In applying the method 
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to patients suffering from carcinoma of the blad- 
der, Schmieden performed the operation in 3 
stages, the third stage consisting of cystectomy. 
In the second stage he implanted the ureters by 
the method of Stiles. In 8 cases treated by this 
method the surgical mortality was 25 per cent. 
(Table I.) 

In 1923, Myles recommended inguinal sig- 
moidostomy following ureteral transplantation in 
order to prevent ascending infection. He claimed 
that implantation of the ureters is easier with the 
colon intact. In advising against Myles’ sugges- 
tion, Dagger, in the same year, expressed the 
opinion that it is wiser to run the risk of ascending 
infection than to burden the patient with a colos- 
tomy for life. 

(2) With the sigmoid drawn through the anal 
sphincter. Still using the completely isolated rec- 
tum as a urinary reservoir, Gersuny, in 1898, 
devised an operation intended to maintain fecal 
as well as urinary continence (Fig. 1 C). After 
isolation of the rectum and implantation of the 
trigone into the divided lumen by Maydl’s meth- 
od, the sigmoid was drawn through an opening 
made along the anterior margin of the anus and 
anchored within the anal sphincter so that this 
structure controlled both the newly formed blad- 
der and the sigmoid which served as rectum. 

In 1910, Heitz-Boyer and Hovelacque described 
their carefully designed anatomical operation 
which differed from Gersuny’s technique in that 
the coccyx was resected and the sigmoid drawn 
through an opening made posterior to the rectum, 
within, rather than anterior to, the anal sphincter. 
They stressed the importance of conserving 
the blood supply to the rectum, the sigmoid, and 
the ureters. The ureters were implanted separately 
by the direct coaptation of mucosa to mucosa. 
Mikuli, in 1930, described a similar method. 

Lastaria, in 1913, modified the Heitz-Boyer and 
Hovelacque operation by stripping the muscularis 
and serosa from the part of the bowel placed be- 
tween the sphincter and the rectal mucosa. This 
procedure was carried out to prevent overstretch- 
ing of the anal sphincter by reducing the volume 
of the mass penetrating it. 

Melnikoff, in 1924, modified Gersuny’s tech- 
nique by fashioning the skin of the perineum into 
a channel intended to serve as a urethra for the 
newly formed bladder. He maintained that such 
a channel, opening at a distance from the anus, 
minimized the danger of ascending infection. 

There are reports of 5 cases in which the various 
modifications of Gersuny’s procedure were used 
with 2 surgical deaths, a mortality of 40 per cent. 
(Table I.) 
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(3) With the excluded rectum made to communt- 
cate with the urethra for control by the sphincter. 
Lemoine, in 1913, after performing a cystectomy 
for carcinoma of the bladder, completely isolated 
the rectum according to the technique of Heitz- 
Boyer and Hovelacque, joined it to the posterior 
urethra which had been left free at the time of the 
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Fig. 1. Implantation of the 
ureters into an artificial bladder 
formed from a completely excluded 
portion of the intestinal tract. A, 
Method of Cuneo; B, Method of 
Mauclaire and Kroenig; C, Method 
of Gersuny; D, Method of Lemoine; 
E, Method of Lotheisen; F, Method 
of Verhoogen. 

A. Artificial bladder from small 
gut. One end is brought out 
through the anal sphincter; the 
other end is closed and the ureters 
are implanted into it by the method 
of Bergenhem. 

B. Artificial bladder from entire 
rectum; after iliac sigmoidostomy; 
ureters implanted by the direct 
method. 

C. Artificial bladder from entire 
rectum with the proximal end of 
the rectosigmoid drawn through 
the anal sphincter alongside this 
excluded portion. The ureters are 
implanted by the method of 
Maydl. 

D. Artificial bladder from entire 
rectum made to communicate with 
the urethra for sphincter control. 
The ureters are implanted by the 
direct method. 

E. Artificial bladder from pouch 
of anterior rectum. The ureters 
are implanted obliquely. 

F. Artificial bladder from ileo- 
cecal region, the appendix serving 
asa urethra. Direct implantation 
of the ureters is made into the ex- 
cluded portion of the cecum. 


cystectomy (Fig. 1 D), and transplanted the ure- 
ters directly. He hoped that this method would 
result in more satisfactory urinary control, but 
was unable to determine this because the patient 
died before the perineal wound healed. Death 
occurred eighteen days after the operation from 
renal infection and insufficient lowering of the 
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sigmoid which allowed the escape of feces into the 
perineal wound. (Table I.) 


Cc. AN ARTIFICIAL BLADDER MADE FROM A POUCH 
OF ANTERIOR RECTUM 


In 1899, Lotheisen devised an operation on 
cadavers and animals which consisted in trans- 
planting the ureters to a completely excluded 
pouch made from the anterior rectal wall (Fig. 
1 E). Through a curved perineal incision he freed 
the bladder from the rectum and divided the ure- 
ters. The anterior rectal wall was grasped as high 
as possible and drawn down through the anus. 
Layers of sutures were placed so as completely to 
isolate this anterior pouch from the posterior rec- 
tal canal which still served for the conduction of 
feces. The ureters were implanted in the fundus 
of the newly created bladder in an oblique course. 
Lotheisen considered this operation to be simpler, 
less dangerous, and more satisfactory than Ger- 
suny’s operation. It has not been performed 
clinically. 


D. AN ARTIFICIAL BLADDER MADE FROM THE ILE- 
OCECAL REGION, THE APPENDIX SERVING AS A 
URETHRA 

In 1908, Verhoogen devised an operation which 
consisted of complete isolation of the ileocecal 
region and utilization of the appendix as a urethra 
(Fig. 1 F). The ileum was divided proximal to 
the ileocecal valve and anastomosed to the hepatic 
flexure of the colon just distal to the point of 
division of this structure. Both ureters were im- 
planted separately into the cecum. The appendix 
was brought out through the skin in the right 
inguinal region so that the new bladder could be 
catheterized and irrigated periodically. Verhoogen 
performed the operation in 2 cases of carcinoma 
of the bladder, both of which terminated fatally. 

The first successful operation by this principle 
was performed by Makkas in 1910. Makkas di- 
vided the procedure into 2 stages, executed one 
month apart, and modified the technique in 2 
ways. In the first stage he formed an artificial 
bladder by the method of Verhoogen, but per- 
formed a side-to-side anastomosis of the ileum to 
the midportion of the transverse colon rather than 
to the ascending colon. At the second operation, 
instead of implanting the ureters separately, he 
transplanted the entire trigone to the posterior 
wall of the newly formed bladder. 

Taddei, in 1910, developed an operation in ca- 
davers which was similar to Verhoogen’s operation 
except that the ureters were transplanted, extra- 
peritoneally, by the Bergenhem procedure to the 
excluded cecum. In 1912, he reported experimen- 
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tal work on dogs by a similar technique. Although 
the majority of the animals died of peritonitis 
following the exclusion operation, a few survived 
long enough for him to implant the right ureter 
into the new bladder. 

Lengemann, in 1912, further modified the Ver- 
hoogen-Makkas technique by isolating 30 cm. of 
ileum with the cecum into which he implanted 
the trigone extraperitoneally at a second opera- 
tion. He claimed that the ileocecal cap and the 
peristalsis of the length of ileum offered a good 
defense against damming up and temporary infec- 
tion of the urine, and that the end of the 30 cm. 
of ileum was so movable as readily to permit 
implantation of the left ureter without stretching 
or jeopardizing the blood supply. 

In 12 cases in which this type of procedure was 
used there were 8 operative deaths, a mortality 
of 66 per cent. An additional patient succumbed 
following exclusion of the cecum prior to ureteral 
transplantation. (Table I.) 


CLINICAL SUMMARY 

In the literature are found the reports of 30 
patients operated on by 5 different methods of 
forming an artificial bladder, with 15 deaths, a 
surgical mortality of 50 per cent. The indication 
for operation was exstrophy of the bladder or 
vesicovaginal fistula in 16 and malignancy of 
the bladder or uterus in 14. Seven patients of the 
first group and 8 of the second died as a result of 
the operation. 


DISCUSSION 


There seems to be no justification either in 
theory or practice for the formation of an artificial 
bladder preliminary to ureteral implantation. 


2. IMPLANTATION OF THE URETERS INTO A PAR- 
TIALLY EXCLUDED PORTION OF THE INTESTI- 
NAL TRACT 


A. A BLIND POUCH OF THE LOWER ILEUM EMPTYING 
INTO THE ILEUM, CECUM, TRANSVERSE COLON, 
OR SIGMOID 


(1) The ileum. The first operations based on 
the principle of partial exclusion of a portion of 
the intestinal tract were carried out on dogs by 
Nagano in 1gor and 1902. Nagano divided the 
lower ileum and, allowing 12 cm. to form a blind 
pocket, reconstructed the small gut by side-to-side 
anastomosis. He then implanted the ureters by 
the Maydl method to the mid-portion or upper 
portion of the partially excluded loop. Of 6 ani- 
mals, none survived longer than eight days. Five 
died of peritonitis. 
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TABLE I.—ANALYSIS OF CASES OF IMPLANTATION OF THE URETERS INTO A COMPLETELY 
EXCLUDED PORTION OF THE INTESTINAL TRACT 


Cl Method T f ise f Result 
as- Me | ype o } NO. 0 . 

sifica-| of bowel ureteral j|opera-| Diagnosis Operator ae Sires Re rted 
tion exclusion transplant | tions pe iy: 














a(1) | Experimental 





Cuneo | Bergenhem Exstrophy of Urinary Recovered Marion, 
bladder fistula from op- IgI2 
eration 








Cuneo | Maydl | Exstrophy of Urinary Recovered Marion, 
bladder fistula from op- 1912 
eration 





Cuneo | Maydl Exstrophy of Kotzen- Peritonitis Kotzen- 
bladder berg berg, 1917 





Mauclaire | Direct Exstrophy of Remedi Renal infection Remedi, 
| bladder and obstruc- 1906 
| tion, 4 days 








Mauclaire | Maydl Exstrophy of Rovsing Recovered Rovsing, 
bladder from op- 1906 


eration 





Mauclaire | Direct Sarcoma of Kroenig 4 months Kroenig, 
uterus 1907 





Mauclaire Direct Carcinoma Latzko Uremia Latzko, 
of bladder Igo 





Mauclaire Direct Carcinoma Payr 7 months Payr, 1014 

of uterus 

and blad- 
er 





Mauclaire Carcinoma 6 months Payr, 1914 
of uterus 
and blad- 
der 





Mauclaire Aniline Schmieden| Metastasisin| 114 years Schmieden, 
carcinoma abdominal 1923 

of bladder scar 
Mauclaire Stiles Carcinoma Schmieden Renal infec-| Schmieden, 
of bladder Scheele tion and| 1923 
obstruc- 
tion; 
pneumo- 
nia, 5 
months 














Gersuny Maydl Exstrophy of Gersuny Renal infec- Warbasse, 
bladder tion, 5 days 1899 





Heitz-Boyer,) Direct Exstrophy of Gosset 2 months Gosset, 
Hovelacque bladder 1913 





Heitz-Boyer,| Direct Vesicovagi- Grégoire I year, Grégoire, 
Hovelacque nal fistula 8 months 1914 








Heitz-Boyer,| Direct Exstrophy of Marion Renal infec- | 1 year, Heitz-Boyer 
Hovelacque bladder tion 8 months an 

Hovelacque, 

1912 





Heitz-Boyer,| Direct Exstrophy of Villiet Renal infection Villiet, r913 
Hovelacque bladder and peritoni- 
tis, 3 days 








Lemoine Renal infec- Lemoine, 
tion. Separa- 1913 
tion of sig- 
moid with es- 
cape of feces 
into perineal 
wound, 18 
days 











Experimental 











Verhoogen | Maydl Exstrophy of Operative Fink, 1910 
| ladder shock 





Lengemann | Maydl Exstrophy of Peritonitis, Fruend, 
bladder renal infec- 1916 

tion and 

obstruction 
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TABLE I.—ANALYSIS OF CASES OF IMPLANTATION OF THE URETERS INTO A COMPLETELY 
EXCLUDED PORTION OF THE INTESTINAL TRACT—Continued 








Method 
of bowel 
exclusion 


No. of 
opera- 
tions 


Type of 
ureteral 


Diagnosis 
transplant 


Operator 





Complica- 
tions 


a 
y: 


Well Surgical 


death 





Lengemann | Maydl Exstrophy of 


bladder 


Machal 


Urinary 


I year 
fistula 


Fruend, 
1916 





Makkas Maydl Exstrophy of 


bladder 


Makkas 


Renal infec- 
tion, calculi 
in cecum 


4 years Makkas, 
1910 
Fruend, 
1916 





Lengemann | Maydl Exstrophy of 


bladder 








Recovered 
from op- 
eration 


Urinary 


Fruend, 
fistula 


1916 





Case preparatory to ureteral mi 
Makkas ety of 
bladder 


Makkas 


Fruend, 
1916 


Peritonitis, 
4 days 





Makkas Maydl Carcinoma 


of bladder 


DeGraewe 


Died DeGraewe, 
1908 (cit- 
ed by Ze- 
sas, 1909) 





Makkas Carcinoma 


of bladder 


DeGraewe 


DeGraewe, 
1908 (cit- 
ed by Ze- 
sas, 1909) 





Carcinoma 
of bladder 


Lengemann Lenge- 


mann 





Recovered 
from op- 
eration 


Lengemann, 
I9Ql3 





Makkas Carcinoma 


of bladder 





Rubritius 


2 days Scheele, 


1923 





Makkas Carcinoma 


Lenge- 
of bladder 


mann 





Uremia, 4 days Lengemann, 


1999 





Verhoogen Carcinoma 


of bladder 


Verhoogen 


Verhoogen, 


Renal obstruc- 
i 1908 


tion 





Carcinoma 
of bladder 


Verhoogen 




















Verhoogen 


Renal obstruc- Verhoogen, 




















SUMMARY 








Exstrophy 


Malignancy 





Method of 


operation Mortality, 


Deaths per cent 


Mortality, 
per cent 


Mortality, 


Deaths per cent 


Deaths 





a(2) I 


33% 


33% 





b(1) I 50 





b(2) 2 40 





b(3) 





d 6 50 7 




















Total 16 43 14 














15 





(2) The cecum. Goldenberg, in 1904, devised 
and practiced a partial exclusion of the ileum in 
a dog. The ileum was divided a short distance 
from the cecum and the proximal end re-implanted 
just above the valves of Bauhin. The distal end 
was then brought out through a skin incision and 
the ureters were implanted after the method of 
Maydl. The resulting defect was to be closed in 
a subsequent plastic operation, but the latter was 
never carried out because the dog died of eviscera- 
tion on the fourth postoperative day. 


A clinical operation of this type was performed 
by Blair in 1916. In the first stage the ileum was 
divided 10 in. above the cecum, the divided end 
of the distal segment closed by suture, and the 
proximal end anastomosed to the ascending 
colon. Three months later the trigone was im- 
planted into the lateral wall of the blind loop of 
ileum. 

The patient was well one year later, but suc- 
cumbed to uremia fifteen months after the opera- 
tion. (Table II.) 
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TABLE II 


Method 


of bowel 
exclusion 


Clas- 
sifica- 
tion 


INTERNATIONAL ABSTRACT OF 


SURGERY 


ANALYSIS OF CASES OF IMPLANTATION OF THE URETERS INTO A PARTIALLY 
EXCLUDED PORTION OF THE INTESTINAL TRACT 


| Type of 
ureteral 


| transplant 


Experimental 


Spannaus 
| 


Spannaus 
| Berg 
| 


Berg 
Berg 
Berg 


Berg 


Borelius 
Berglund 


Rorelius 
Berglund 


Be orelius 
Be rglun a 


b | 
| 


| Vo on Misch h 


Borelius 
Berglund 


Mueller 


Dowden 





C\2 


Muscatello 


| Muscatello 


E xtra aperi- 
tonea 


Extra] er 

tonea I 
| Mays il 
Maydl 


Maydl 


Maydl 


| Direct 


| Maydl 


Maydl 


Maydl and 
direct 


Maydl 


| No. of 
« »pera- 
tions 


Diagnosis 


I Carcinoma 
| of bladder 


of bladder 
Exstrophy of 
of bladder 
Exstrophy of 

| bladder 


| Carcinoma 


| He ra of 
ladder 





E xs strophy of 


bladder | 


Carcinoma 
of bladder | 


E had ophy ot 
blad 


Exstrophy of 
bladder 


Exstrophy off 
| bladder | 


a Cc arcinoma 
of b lad jer 





E xstrophy of| 
bladder | 


LE xstrophy of| 
bladder 


| Exstrophy of| 
bladder | 
Exstrophy of| 
bladder 


Date | 


Ps an 


Operator | 
| 


Blair 


| 
| Moskowicz| 
| 


ae 
Eine 


1903 Ronis 


Borelius 


Loewe 


Von Misch 





Floercken 


| De verdlen 


1904 | Muscatello 
| 





Mc sorhead 


Complica- 
tions 


Urinary 


fistula 


Result 





| Re covered 
from op- 
eration 


Recovered 
from op- 
eration 

Recovered 
from op- 
eration 

Recovered 
from op- 

eration 


14 months 


Surgical 
death 


Renal obstruc 
tion, 7 days 


Shock 


Shock 


Shock 





Renal infec- 
tion 





3 months 


3 months 


Renal infection 


Late 
death 


—| Reported 
| “~ 
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(3) The transverse colon. Moskowicz, in 1909, 
described a method whereby the ileum was di- 
vided and the proximal end anastomosed to the 
transverse colon. The ureters were implanted in 
the distal lumen of the ileum by Maydl’s method. 

Spannaus, in 1911, modified Moskowicz’s oper- 
ation by extraperitonealizing the ureteral trans- 
plant. 


In 3 clinical cases, 1 surgical and 1 late death 
occurred. (Table IT.) 

(4) The sigmoid. Berg, in 1907, isolated a loop 
of small gut and diverted one end of it into the 
sigmoid (Fig. 2, Aand A’). At a subsequent oper- 
ation he implanted the trigone extraperitoneally 
into the side of the excluded loop. Of 5 patients, 
2 recovered. (Table II.) 
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B. A BLIND POUCH OF SHORT-CIRCUITED LOOP 


OF THE SIGMOID 


Borelius, in 1993, acting upon a suggestion made 
by his assistant, Berglund, devised a method of 
partially excluding a loop of sigmoid by a side- 
to-side anastomosis at its base (Fig. 2B). The 
ureters were anastomosed to the dome of the loop 
by the Maydl procedure. 

Misch, in 1907, modified the Borelius-Berglund 
operation by placing a ligature above the site of 
the ureteral implantation in the loop of short- 
circuited sigmoid. His intention was to prevent 
the reflux of fecal matter to the region of the 
ureteral orifices. 

In a group of 6 cases in which these methods 
were used there were 3 surgical deaths. (Table II.) 


C. A BLIND POUCH OF THE SIGMOID EMPTYING 
INTO THE LOWER SIGMOID OR THE RECTUM 


(1) The lower sigmoid. Mueller, in 1903, further 
modifying the Borelius-Berglund procedure, com- 
pletely divided the sigmoid, making a blind pouch 
for the implantation of the trigone (Fig. 2 C). He 
made a side-to-side anastomosis between the prox- 
imal end of the divided sigmoid and the lower 
sigmoid, and implanted the trigone in the distal 
end. He claimed that this step further insured 
against the passage of fecal matter into the im- 
planted section and made the anastomosis easier 
by bringing its intended site nearer the base of the 
bladder. 

Dowden, in 1908, described a technique which 
was similar except that the sigmoid was re-united 
by side-to-side anastomosis. 

Two patients operated on by this means lived. 
(Table IT.) 

(2) The rectum. Muscatello, in 1904, devised 
an exclusion operation in which the sigmoid was 
divided, the proximal end re-implanted by a side- 
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to-side anastomosis to the rectum, and the trigone 
sutured into the distal divided end of the sigmoid. 

Werelius, in 1911, reported a method which was 
similar except that the trigone was implanted in 
the side, rather than in the end, of the blind 
sigmoidal pouch. 

In 2 clinical cases in which Muscatello’s method 
was used the surgical mortality was 50 per cent. 
(Table IT.) 


D. A BLIND POUCH OF THE UPPER RECTUM 


Utilizing the upper rectum to form a blind 
pouch, Descomps, in 1909, performed an opera- 
tion on the cadaver in which he sectioned the 
upper rectum, closed the inferior end, and made 
a terminolateral implantation of the superior end 
to the anterior surface of the rectum low down 
(Fig. 2D). The ureters were implanted in the 
superior portion of the excluded rectum by the 
principle of mucosa to mucosa, and the entire site 
was extraperitonealized. No clinical cases have 
been reported. 


CLINICAL SUMMARY 


The surgical principle of the formation of a 
blind pouch of the intestine into which to implant 
the ureters has been applied in 17 cases with 7 
operative deaths, a surgical mortality of 41 per 
cent. The reports of these operations are analyzed 
in Table IT. 

DISCUSSION 

The theoretical basis for such operations is un- 
sound, a conclusion which is fully supported by 
the poor results following the few attempts which 
have been made to apply it. Rather than serving 
to protect the ureteral orifices from the fecal cur- 
rent, the blind pockets apparently act as traps for 
fecal matter and stasis of urine, thereby contribut- 
ing to the very danger the surgeon seeks to avoid. 
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Fig. 2. Implantation of ureters into a partially excluded 
portion of the intestinal tract. A, Method of Berg; B, 
Method of Borelius and Berglund; C, Method of Mueller; 
D, Method of Descomps. 

A. Lateral anastomosis of ileum at the point where por- 
tion was resected. 

A’. Excluded loop made from a portion of the lower 
ileum. The trigone has been implanted in the blind 
pouch. 

B. A loop of sigmoid has been short-circuited, as shown 


by the arrow, and the trigone has been implanted into the 
dome of this loop. 

C. The sigmoid has been divided and an end-to-side an- 
astomosis made. The trigone has been implanted into the 
distal blind end of the sigmoid. 

D. The rectosigmoid has been divided and an end-to- 
side anastomosis of the sigmoid to the mid-portion of the 
rectum made. The ureters have been implanted into the 
blind end of the upper rectum by the direct principle of 
mucosa to mucosa. 
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IMPLANTATION OF THE URETERS INTO THE INTACT INTESTINAL 


TRACT 


The different methods of implantation into the 
intact tract are so numerous and the difference 
between many of them is so slight that in order 
to gain any conception of the relation of methods 
to results it is necessary to group the procedures 
according to the chief principle of surgery upon 
which they are based. As a rule, articles in the 
literature refer to a method by the name of the 
surgeon who originated it. Some minor modifica- 
tion of an original method, however, frequently 
has attained the status of a new method under 
the name of the surgeon proposing it, without 
proper recognition of the underlying principle 
which he has borrowed. As a consequence, the 
same surgical principle, for example the muscu- 
larizing and Witzel-gastrostomy method of im- 
plantation, carries an American name in the 
United States (Martin, 1899), a French name in 
France (Depage and Mayer, 1906), a Russian 
name in Russia (Tichoff, 1905), and an English 
name in England (Stiles, 1907). Sometimes it is 
difficult to group together the operations which 
are similar in principle because of a combination 
of different principles in the one method of opera- 
tion. 

A surgical principle employed with the idea of 
preventing and minimizing a possible complica- 
tion arising from the intestine should be distin- 
guished from one proposed primarily to prevent 
a ureteral complication. Placing foremost the 
principles which have been directed against ure- 
teral complications will simplify the classification 
of the different operations. The preparation of 
the bowel, extraperitoneal operations, methods of 
intra-abdominal drainage, the use of various in- 
testinal clamps, and irrigation of the bowel at the 
time of operation are all procedures which have 
been adopted at various times because of the risk 
of peritonitis. A study of the causes of peritonitis! 
will show that this complication usually results 
from leakage after operation because closure at 
the site of implantation was imperfect, because 
one or more sutures perforated the bowel or ureter, 
because one or more sutures tore out at the site 
of implant, or because a local necrosis of the bowel 
or ureter occurred by reason of interference with 
the blood supply. Peritonitis seldom, if ever, re- 
sults entirely from contamination at the time of 
operation. Therefore only those principles of sur- 
gery which are directed against the occurrence of 


‘Hinman, F. et al.: An experimental study of uretero-intestinal im- 
plantation: I. The cause of peritonitis. Surg., Gynec. & Obst., 1936, 
62: 909-917. 


leakage after implantation need be considered. 
The methods which have been referred to previ- 
ously and which are intended primarily to prevent 
contamination are of secondary importance, al- 
though they cannot be overlooked. The prepara- 
tion of the bowel by the use of a non-residue diet 
and enemas beforehand is the only practical and 
essential procedure. The methods which are used 
to prevent postoperative leakage at the site of 
implantation are related closely to the surgical 
principles directed against the occurrence of ure- 
teral complications (obstruction—infection). It is 
a question, for instance, whether submucosal im- 
plantation should be regarded in principle as a 
surgical imitation of the ureterovesical valve, as 
was proposed by Coffey, or as a simple and sound 
way to prevent leakage as well as the only natural 
route for the entrance of the ureter into the bowel. 

With these limitations and exceptions, 11 surgi- 
cal principles of uretero-intestinal implantation 
can be recognized. In order to give their full his- 
torical value they will be discussed in the order 
in which they have been proposed, and insofar as 
is possible the originator of the principle will be 
indicated. Some of the original contributions are 
purely experimental and the idea has been applied 
later clinically by another surgeon, often in a 
modified form. An attempt has been made to 
distinguish between the experimental and the 
clinical and to indicate the major modifications 
of each original principle. 

We recognize the possibility of error in our in- 
terpretation of originality. The literature avail- 
able to us is incomplete. The main purpose of 
this study, however, is not historical. 

The 11 surgical principles which have been 
applied to uretero-intestinal implantation may be 
classified chronologically as follows: 

1. The formation of a fistulous tract (1851). 

2. The direct anastomosis of ureter and bowel 
(1878). 

3. The muscularizing principle. 

(a) To prevent leakage (1886). 
(b) Stripping action (1899). 

4. The preservation of the ureterovesical ori- 
fice (1892). 

5. Temporary diversion of urine until healing 
has occurred (1892). 

6. The use of a flap to act as a valve (1895). 

7. The use of mechanical devices (1895). 

8. Implantation into structures which open 
normally into the gastro-intestinal tract (1900). 
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9. The submucosal principle, valve action 
(1910). 
10. Temporary colostomy (1915). 
11. The use of the intact ureter (1931). 
These surgical principles will be discussed, and 
the operative cases which have been reported will 
be analyzed, in this chronological order. 


First SURGICAL PRINCIPLE—FORMATION OF A 
FistuLous TRACT BETWEEN THE 
URETER AND BOWEL 

The formation of a fistulous tract between the 
ureter and the bowel was accomplished: 

a. In cases of exstrophy, by a long suture con- 
necting the lumen of the ureter to the lumen of 
the bowel. Simon, July, 1851; Lloyd, October, 
1851. 

b. By a submucosal tunnel in the intestinal 
wall. Kirwin, 1930, experimental. 

c. By the transfixion suture: 

1. Withsubmucosal implantation. Ninth 
surgical principle. Coffey No. 3, 1930. 
With the intact ureter. Eleventh sur- 
gical principle. Higgins, 1933. 

With temporary drainage by ureteros- 
tomy. Fifth surgical principle. Hin- 
man, 1935. 

d. By perforation of apposing surfaces with the 
cautery, in conjunction with the use of the intact 
ureter. Eleventh surgical principle. Ferguson, 
1931, experimental; Poth, 1935, experimental. 

e. By electric coagulation of apposing surfaces 
without perforation. Wadhams and Carabba, 
1935, experimental. 

f. By the transfixing hairpin method in con- 
junction with the intact ureter. Eleventh surgical 
principle. Brenizer, 1935. 


A. FORMING A LONG FISTULOUS TRACT BY THE 
USE OF A SUTURE (SIMON) 

The earliest attempt to divert the urine from 
the ureter to the large bowel was made by estab- 
lishing a long fistulous tract between these struc- 
tures. On July 5, 1851, in a case of exstrophy of 
the urinary bladder, Sir John Simon passed 2 su- 
tures through each ureter into the rectum (Fig. 
3 A). The rectal ends were united on either side 
and fistulas were produced by pressure necrosis 
brought about by the application of continual 
traction to the ureteral ends of the sutures (Fig. 
3 B). Although the patient passed large quanti- 
ties of urine by rectum within a period of three 
weeks, all attempts at closure of the ureterovesical 
orifices failed and death ensued from pelvic peri- 
tonitis and “‘kidney and ureteral disease’ -at the 
end of twelve months. At necropsy both ureters 
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Fig. 3. First principle. Simon’s method of forming a 
long fistulous tract between ureter and bowel. A, Two 
parallel sutures passing from ureter into rectum. B, Rectal 
ends of sutures tied, traction applied to vesical ends. 
(After Pousson.) 


were found to be blocked by calculi although the 
fistulas were still patent. 

In October of the same year, Lloyd employed 
this principle in performing an operation upon 
another patient suffering from exstrophy. At 
the end of seven days death resulted from gen- 
eralized peritonitis caused by perforation of the 
peritoneal cavity by the ureterorectal transfixion 
sutures. 

The failure of these initial operations branded 
the principle of the formation of a long fistulous 
tract as dangerous and impractical, and it was 
not until seventy-nine years later that the prin- 
ciple was revived in modified forms. 


B. BY THE SUBMUCOSAL TUNNEL IN THE 
INTESTINAL WALL 


In 1930 Kirwin described an experimental 
method by which a fistulous tract was formed in 
the wall of the intestine between the submucosa 
and muscularis with the idea of minimizing as- 
cending infection by the formation of a valve and 
separating the end of the ureter from the fecal 
current. A ureteral catheter led from the end of 
the ureter and was transplanted intramurally 
through the artificial canal in the wall of the 
bowel and out to the rectum for the drainage of 
urine until the new canal could be used. As a 
measure intended to prevent stenosis, a silk but- 
tonhole suture was whipped around the orifice in 
the submucosa. 


C. BY THE TRANSFIXION SUTURE 


(1) With submucosal implantation. Coffey, also 
in 1930, with the idea of diminishing sepsis, pro- 
posed the use of a transfixion suture in conjunc- 
tion with submucosal implantation (Fig. 4). The 
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Fig. 4. First and ninth principles. Forming a fistulous 
opening between the submucosally implanted ureter and 
the lumen of the bowel by a transfixion suture (Coffey’s 
technique No. 3). A, Incision in the sigmoid down to the 
submucosa. B, The end of the ureter transfixed and 
ligated with a suture anchoring it between the submucosa 
and muscularis at the lower angle of the incision in the 
bowel. C, Transfixion suture passing through the lumen 
of the ureter and the lumen of the bowel. D, Suture of 
the muscularis and serosa over the submucosal course of 
the ureter. E, Sectional view of the transfixion operation. 


uretero-intestinal orifices are formed by the 
sloughing through of sutures which transfix the 
lumina of the ureters to those of the bowel. As 
the urinary stream is blocked until this occurs, 
the ureters must be implanted in 2 stages, 1 at 
a time. 

Acting upon a suggestion made by Walker- 
Taylor, Coffey, in 1932, modified the operation 
by placing in the rectum a metal ring to which 
the transfixion suture is anchored (Fig. 4 H and 
L). This assures penetration of the intestinal 
lumen and makes more certain and rapid a cut- 
ting through of the suture by means of traction 
on a string tied to the ring and leading through 
the anus. This modification was devised espe- 
cially to prevent failure in the establishment of 
fistulas when the ureters are thickened, as had 
happened. 

Reports of cases treated by the submucosal 
method with the transfixion suture (Coffey tech- 
nique No. 3) have been too few to permit worth- 
while conclusions concerning the clinical results 
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The star shows the transfixion suture. F, The final result 
showing the fistula from the ureter into the bowel. Figures 
G to L illustrate the modification with the use of the metal 
ring. G, Special rectal forceps for introducing the metal 
ring. H, Metal ring with linen thread attached. I, For- 
ceps open, about to grasp the metal ring and attached 
thread. J, Forceps grasping the metal ring. K, Trans- 
fixion suture passed through the metal ring held in place 
by forceps. L, Forceps removed, transfixion suture tied 
through the metal ring bearing the thread which passes 
out the anus. (After Coffey.) 


following this procedure. In 8 cases, 5 of exstrophy 
and 3 in which the diagnosis was not stated there 
were no deaths. In 3 cases of malignancy there 
were 2 surgical deaths, one from pneumonia and 
the other from urinary infection. The third patient 
survived the operation, but died eight months 
later from the recurrence of a carcinoma of the 
cervix. 

(2) With the intact ureter. Higgins (1933) also 
utilized Coffey’s transfixion suture, devising a 2- 
stage operation which deferred diversion of the 
urinary stream from its normal course into the 
bladder until after the fistulous tracts were estab- 
lished. This operation is described under the 
eleventh surgical principle, the use of the intact 
ureter. 

(3) With drainage by ureterostomy. In order to 
make possible a bilateral 1-stage operation by the 
submucosal method with a transfixion suture, 
Hinman, in 1933, proposed an extraperitoneal 
ureterostomy for the purpose of draining the urine 
by extraperitoneal catheter (see Fifth Surgical 
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Principle) until such time as the suture cut through 
to establish a new orifice. 


D. BY PERFORATION OF APPOSING SURFACES 
WITH A CAUTERY 


This method has been used experimentally by 
Ferguson and Poth in conjunction with the surgi- 
cal principle of the intact ureter and will be dis- 
cussed in that connection. 


E. BY COAGULATION WITHOUT PERFORATION OF 
THE APPOSING SURFACES 


A method of forming a fistula between the 
ureter and bowel other than by a transfixion su- 
ture or perforation has been suggested by Wad- 
hams and Carabba (1935). Ina dog, these writers 
obtained an apparently satisfactory communica- 
tion by electric coagulation of small apposing 
areas of the intestinal submucosa and ureteral 
wall. Following coagulation of the surfaces to be 
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placed in apposition, the ureter is implanted sub- 
mucosally so that the coagulated surfaces are 
apposed, and the latter are held in place by su- 
tures which do not penetrate either the lumen of 
the ureter or that of the rectum. In the 1 experi- 
ment reported by Wadhams and Carabba the 
operation was performed in 2 stages, the right 
ureter being implanted one week after the left. 
At the second operation the left kidney was found 
to be dilated, but had almost returned to the 
normal size when the animal was sacrificed two 
weeks after the second implantation. At this 
time, however, the right kidney was dilated and 
pus was present in the contained urine. 


F. BY LOOP AND TRANSFIXION WIRES IN CONJUNC- 
TION WITH THE USE OF THE INTACT URETER 


This technique for the formation of a fistulous 
tract is discussed in connection with the eleventh 
principle. 


TABLE III.—THE FORMATION OF A FISTULOUS TRACT BETWEEN THE URETER AND THE 
BOWEL. FIRST SURGICAL PRINCIPLE 


a. By suture from ureter to rectum (Simon). 


c 1. By transfixion suture in embedded ureter—unilateral, 2-stage (Coffey No. 3). 
c 3. By transfixion suture with extraperitoneal ureterostomy drainage by ureteral catheter—bilateral, 1-stage 


(Hinman). 
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SUMMARY OF CASES 


The 16 operations which have been reported as 
having been performed by the methods listed 
under a, c 1, and c 3 are analyzed in Table III 
(2 by Method a; 11 by Method c 1, Coffey No. 3; 
and 3 by Method c 3). The operative mortality 
was 25 Per cent. cussion 

Simon’s method of forming a long fistulous tract 
is unsurgical. In exstrophy of the urinary blad- 
der, the only condition suitable for the employ- 
ment of this technique, the peritoneum extends 
extremely low, almost reaching to the anus. There- 
fore, the likelihood of perforating the peritoneum 
is very great. Even granting that one might 
avoid the peritoneum, there still remains the ap- 
parently insurmountable difficulty of closing off 
the ureteral orifices. Furthermore, no provision 
is made for epithelialization of the long fistulous 
tract. Without an epithelial lining, urinary extrav- 
asation, the spread of infection into the sur- 
rounding tissues, or ultimate constriction or clo- 
sure of the sinus is inevitable. 

Kirwin recognized the deficiency of his method 
of forming a fistulous submucosal tunnel in the 
intestinal wall when, in 1934, he stated that the 
operation was unsatisfactory because the artificial 
canal failed to epithelialize and eventually there 
was formed at the site of implantation a stricture 
which favored, rather than retarded, ascending 
infection. 

Coffey’s technique No. 3, utilizing a transfixion 
suture in conjunction with the submucosal prin- 
ciple, has the advantage of not requiring an open 
incision into the bowel. It has, however, these 
disadvantages: 1. The transfixion suture con- 
taminates the operative field. 2. The ureter is 
obstructed until a fistulous tract is formed. 3. The 
fistulous orifice which is formed when the suture 
finally sloughs through is a lateral slit in the ure- 
teral wall, an opening never so permanently pa- 
tent as an orifice at the end. 

The last disadvantage would seem to be the 
chief drawback to the formation of a uretero- 
intestinal orifice by electric perforation or coag- 
ulation. Either method produces a side opening 
in the ureter which tends to become constricted 
because of the very nature of a longitudinal open- 
ing in the wall of a muscular channel. 

The one advantage of the electric coagulation 
method of Wadhams and Carabba is asepsis. Un- 
fortunately, the procedure entails the technical 
difficulty of producing uniformly that degree of 
coagulation which will assure the development of 
a satisfactory fistula without perforation into the 
peritoneal cavity. Temporary interruption of the 
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urinary stream is a further disadvantage, and 
there is also the possibility that a fistula may fail 
to develop on account of insufficient coagulation. 


SECOND SURGICAL PRINCIPLE—DIREcT ANASTO- 
MOSIS OF THE URETER AND BOWEL 


a. Direct anastomosis of mucosa to mucosa. 
1. Using the end of the ureter (end to side). 
Smith, 1878; Chaput, 1892. 
2. Suturing a slit in the side of the ureter to 
a slit in the side of the bowel. Peterson, 
1900, experimental. 
b. Axial implantation of the ureter without the 
suture of mucosa to mucosa. 


A. DIRECT ANASTOMOSIS OF MUCOSA TO MUCOSA 


1. Using the end of the ureter. The first trans- 
plantation of the ureters into the bowel in man 
was carried out by T. Smith in 1878. The method, 
original with Smith but generally attributed to 
Chaput (1892), consists of direct axial transplan- 
tation of the end of the ureter into an opening 
made through all coats of the intestine (Fig. 5). 
The mucosa of the ureter is sutured to the mucosa 
of the bowel and another line of sutures closes the 
muscular and serous layers of the bowel around 
the ureter. 

2. Suturing a slit in the side of the ureter to a slit 
in the side of the bowel. Although Boari in 1895 de- 
vised a lateral anastomosis with his mechanical 
button, it was not until 1900 that Peterson de- 
scribed a lateral anastomosis of the ureter to the 
bowel by means of suture (Fig. 6). Employing a 
technique similar to the end-to-side operation, he 
united a slit in the side of the ureter to an open- 
ing in the intestine in dogs. His attempt, by this 


Fig. 5. Second principle. Direct anastomosis of the end 
of the ureter to the side of the bowel with suturing of 
mucosa to mucosa by the method of Smith and Chaput. 
A, The ureter is brought to the site elected for implanta- 
tion into the bowel. B, An opening is made into the lumen 
of the bowel and sutures are laid which will unite mucosa 
to mucosa. C, The anastomosis is completed, interrupted 
sutures closing the muscular and serous layers of the bowel 
around the ureter (étagenaht). (After Papin.) 
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Fig. 6. Second principle. Peterson’s side-to-side anas- 
tomosis of the ureter to the bowel by suture of mucosa to 
mucosa. A, The course of the ureter over the sigmoid 
showing the opening (in outline) which will be made 
between the two structures. B, Sectional view of the sutures 
joining mucosa to mucosa. 


method, to prevent dilatation of the ureters and 
ascending infection met with no success. The 
operation has not been performed clinically. 


B. AXIAL IMPLANTATION OF THE URETER 
WITHOUT SUTURE OF MUCOSA TO MUCOSA 


Glueck and Zeller, in 1881, in the first experi- 
mental work on dogs, used an axial method with- 
out suture of mucosa to mucosa. In 1898, Frank 
sutured the ureters side by side into a single rec- 
tal incision by the direct method. He introduced 
the use of an anchoring suture to fix the end of the 
ureter. However, his suture penetrated only the 
mucosa and muscularis, being closed over by 
serosa instead of perforating it as in the anchor- 
ing suture of some of the later methods. This 
technique was designed to prevent leakage of the 
bowel contents along the suture into the perito- 
neal cavity. 

Beaver and Mann, in 1932, after attempting 
various techniques in experiments on dogs, re- 





Fig. 7. Second principle. Direct implantation of the 
ureter into the bowel by the method of Beaver and Mann 
without suture of mucosa to mucosa. A, Stab wound being 
made through all layers of the sigmoid between stay 
sutures. B, Enlarging the opening with a clamp. C, An 
anchoring suture, after transfixing either side of the end 
of the split ureter, is introduced into the lumen of the bowel 
and out through all layers. D, The end of the ureter is 
drawn into the lumen of the bowel and fixed in place by 
tying the anchoring suture. The incision in the sigmoid is 
repaired around the ureter. (After Beaver and Mann.) 


ported that the best results were obtained from 
a simple direct implant (Fig. 7). 


SUMMARY OF CASES 


In 37 cases in which axial transplantation was 
done there were 16 deaths in the hospital, a surgi- 
cal mortality of 43 per cent. (Table IV.) In 17 
cases of congenital malformations there were only 
4 deaths, while in 15 cases of malignancy there 
were 11 deaths. There was no particular pre- 
ponderance of any one cause of death. Renal in- 
fection followed the operation in 8 cases (21.6 per 
cent), urinary obstruction and the formation of a 
fistula each in 5 cases (13.5 per cent), and perito- 
nitis, intestinal obstruction, and infection of the 
wound each in 2 cases (5.4 per cent). 


DISCUSSION 


The disadvantages of the direct method of im- 
plantation are obvious. Accurate approximation 
of mucosa to mucosa is difficult and cannot be 
done without gross contamination from the intes- 
tinal tract. Considerable edema results from the 
sutures, causing a more or less temporary inter- 
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TABLE IV.-—DIRECT ANASTOMOSIS OF THE URE- 
TER AND BOWEL END-TO-SIDE (SMITH, 
CHAPUT). SECOND SURGICAL PRINCIPLE 


I. Con- 
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Condition anomalies| infection | Malig- stated Total 
and (ulcer) nancy 
trauma 
Number of cases 17 3 15 2 37 
Deaths: ; 
Surgical S 3 2 9 2 16 
Late L I I 2 4 
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L 
Urinary =S I 1.5 I 
infections —— Laat 
L 1.5 
Urinary Ss 2 I 
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L 
Bowel S I 
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Not stated S | I I 
A eet See, Ceres = 
L | I | 
Total deaths 4 | 3 II 2 20 





ruption of the urinary stream. Later, with heal- 
ing, the infection which is inevitably present pro- 
duces stenosis of the orifice and urinary obstruc- 
tion. The gravest danger, however, is that of 
peritonitis from postoperative leakage at the site 
of implantation because of the short, direct course 
of the ureter through the wall of the intestine 
without provision for sealing off by some form of 
overlapping. 

The frequently raised objection to the direct 
method, that the absence of a valve-like mecha- 
nism favors reflux of fecal contents directly up the 
ureter, does not seem logical. The advantage of 
an oblique insertion may lie rather in diminution 
of the danger of leakage around the ureter than in 
the prevention, by valvular action, of reflux up 
the lumen. The good results achieved in the ex- 
periments of Beaver and Mann would tend to dis- 
prove the need for a valve. The lip of the orifice 
of a normal ureter is mucosal, devoid of muscle, 
and in consequence acts as a valve. The uretero- 
intestinal orifice of a transplanted ureter retains 
the muscular coats of the ureter and does not have 
the same valvular action as the ureterovesical en- 
trance, regardless of an oblique insertion. 
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Peterson’s lateral anastomosis is subject to all 
of the objections just mentioned as well as to the 
drawbacks of an orifice on the side which were 
taken up in the discussion of the first surgical 
principle. 


THIRD SURGICAL PRINCIPLE—MUSCULARIZING 
PRINCIPLE 


a. Overlapping of the intestinal wall to form a 
muscular canal around the ureter (as around 
Witzel’s gastrostomy tube, 1891). Barden- 
heuer, experimental, 1886, clinical, 1887; 
Depage and Mayer, 1904; Tichoff, 1905; 
Stiles, 1907. 

b. A muscular canal around the ureter beneath 
the serosa (stripping action). Martin, 1&99. 

c. With preservation of the ureteral orifice. 
Fourth surgical principle. Jefferson, 1908. 


A. OVERLAPPING OF INTESTINAL WALL 


One of the most favored principles employed in 
uretero-intestinal anastomosis has been implanta- 
tion of the ureter in a canal made by overlapping 
the bowel wall, similar to the method carried out 
by Witzel in 1891 in his classical operation for 
forming a canal of stomach wall around a gastros- 
tomy tube. 

Bardenheuer was the first to utilize the prin- 
ciple in ureteral surgery when, in 1886, he im- 
planted single ureters extraperitoneally in 5 dogs. 
Two of the dogs died of an unknown cause, 2 
showed stenosis at the site of the transplantation 
when they were sacrificed after four weeks, and 
1 had a pyonephrosis when killed at the end of a 
year. In 1887, before performing the first cystec- 
tomy in man, Bardenheuer implanted both ure- 
ters into the rectum. The patient died some time 
later in uremia from bilateral hydronephrosis. 

The method used by Bardenheuer was original. 
The ureter was tied over a curved needle which 
was thrust through the wall into the lumen of the 
colon and brought out 1% in. below the point of 
entrance, carrying the ureter in and out with it. 
The end of the ureter which presented at the 
lower perforation was then detached from the 
needle and allowed to slip back through this per- 
foration into the lumen of the gut, the opening 
then being closed by a suture. The bowel was 
invaginated at the site of the entrance of the ure- 
ter so as to form a muscular channel about the 
ureter. 

In 1892, Morestin, using 6 dogs, implanted the 
ureter through a buttonhole in the rectum, whip- 
ping the intestine over the ureter with a continu- 
ous suture. All of the animals died of peritonitis 
or ascending renal infection. 





INTERNATIONAL 


Fig. 8. Third principle. Overlapping the intestinal wall 
to form a muscular canal around the ureter by the method 
of Tichoff and Mirotworzef. A, The ureter is enclosed in 
a serosal muscular channel of the wall of the bowel formed 
by sutures which include the adventitia of the ureter. 
Window being made in gut wall. B, The end of the ureter 
being sutured in the window made into the lumen of the 
gut. C, Anastomosis between the end of the ureter and 
the wall of the gut completed; final sutures of the serosal 
muscular canal being laid. D, The completed operation. 
(After Mirotworzef). 


In 1904, Depage and Mayer applied Depage’s 
method of ureterocystoneostomy to a _bowel- 
implantation in a patient. Recovery resulted. 
The method consists in introducing the obliquely 
cut end of the ureter for a distance of 15 mm. into 
the bowel and fixing it with an anchoring suture. 
The ureter is then enclosed in a serosal tunnel 
with a continuous silk suture. 

In 1905, Tichoff, after numerousexperiments on 
transplantation of the ureter to the intestine, de- 
veloped a technique utilizing the Witzel gastros- 
tomy procedure. The ureter was first enclosed in 
a serosal muscular channel fashioned from the 
rectal wall by a line of interrupted sutures which 
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included the adventitia of the ureter. The end oi 
the ureter was then introduced through a small 
tongue-shaped opening made in the bowel and 
buried by re-uniting the edges of the incision. 
Finally, the site of implantation was re-inforced 
with pelvic peritoneum. 

Mirotworzef, in 1909, modified Tichoff’s method 
by suturing the end of the ureter into the window 
made in the bowel (Fig. 8). He reported 6 uni- 
lateral transplants in dogs and 6 bilateral im- 
plants in human beings with only 1 surgical death 
in each series. 

In 1907, Stiles also applied the muscularizing 
principle, differing from Tichoff in his technique, 
however, in that he anchored the end of the ure- 
ter in the bowel before laying the sutures for the 
canal of intestinal wall (Fig. 9). The anchoring 
suture placed through the adventitia of the ureter 
penetrated all layers of the intestine and came 
out % in. below the opening. Two parallel folds 
of intestine were then brought over the implanted 
ureter with a fine linen suture, the folding-over 
process being begun 34 in. below the entrance of 
the ureter into the bowel and continued for a dis- 
tance of 1 in. above it. Bites were taken in the 
outer layer of the ureter without penetrating the 
lumen. For cases in which the wall of the colon is 
sufficiently thick, Stiles recommended an addi- 
tional outer layer of interrupted sutures. Tichoff 
and Stiles both employed the intraperitoneal 
approach. 

In 1909, Knaggs performed a unilateral Witzel 
type of anastomosis in a case of vesicovaginal 
fistula, using a sacral route. He resected the coc- 
cyx in order to make an extraperitoneal rectal 
transplant. Subsequently, the opposite kidney 
was removed. The patient was reported well 
eighteen years later. 

In 1910, von Rihmer, in experiments which 
he performed on dogs, found that the muscular 
tunnel method often resulted in compression of 
the ureter. 


B. FORMATION OF A MUSCULAR CANAL 
(STRIPPING ACTION) 


Martin, in 1899, after extensive studies on dogs, 
presented his muscularizing principle which dif- 
fered from the Witzel gastrostomy technique in 
that the muscular canal was made beneath the 
serosa (Fig. 10). He buried the ureters, side by 
side, longitudinally in the walls of the rectum for 
a distance of 1 in. or more so that they could be 
milked downward artificially by the contraction of 
the muscles of the bowel surrounding the ureters. 
One inch below their point of entrance the ure- 
ters were anchored to the fibrous and muscular 
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Fig. 9. Third principle. Overlapping the intestinal wall to form a muscular canal 


around the ureter by the method of Stiles. 


A, The ureter is divided, an anchoring 


suture placed in the end, and an incision made into the lumen of the bowel. B, 
The ureter is drawn into the lumen of the sigmoid by the anchoring suture which 
is tied outside of the bowel after transfixing all layers; sutures laid for closing the 
opening in the sigmoid. C, Interrupted sutures through the adventitia of the ureter 
and serosa and muscularis of the bowel forming a muscular canal around the 
ureter. D, Sutures closing the peritoneum over the bed from which the ureter was 
taken. E, Transplantation completed. F, Sectional view showing the course of the 
ureter in the muscular canal. G, Cross section of the ureter in the muscular canal. 


(After Turner and Walker-Taylor.) 


coats of the bowel by a suture penetrating the 
ureteral adventitia. They were closed over by 
rolling them into the muscular coats and fasten- 
ing them by silk sutures, care being taken to avoid 
constriction. 


C. WITH PRESERVATION OF THE URETERAL 
ORIFICE 


Jefferson, in 1918, combined the muscularizing 
principle with Bergenhem’s operation, preserving 
a rosette of mucous membrane surrounding the 
ureteral orifice (fourth surgical principle). He 
drew the end of the ureter through a very small 
opening in the bowel with a traction suture which 


he removed subsequently. He attributed the 
avoidance of ascending infection in one patient 
who recovered to the preservation of the ureteral 
orifice. 
SUMMARY OF CASES 

The results which have been obtained by the 
use of this principle are shown in Table V. In 136 
cases there were 38 operative deaths, a mortality 


of 28 per cent. Renal infection developed in 49 
cases (36 per cent). The only other frequent com- 
plication was peritonitis, which occurred in 22 
cases (16.2 per cent). 


DISCUSSION 


Theoretically, the oblique insertion of the ure- 
ter, first used in the methods grouped under the 
muscularizing principle, has the advantage of 
allowing secure closure with less likelihood of 
leakage after the operation and therefore with 
less risk of peritonitis. In practice, however, this 
was not true (peritonitis caused death in 16.2 
per cent of the cases). . 

The theory that the ureters will be milked by 
intestinal peristalsis and that valvular occlusion 
will occur during distention of the bowel because 
of the muscular canal does not appear to be 
tenable. 

The inherent defects of the method are: ure- 
teral compression due to overlapping of the mus- 
culature of the large intestine when sutured in one 
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Fig. 10. Third principle. The formation of a muscular 
canal around the ureter beneath the serosa by the method 
of Martin. A, The ureters are divided and placed side by 
side on the denuded muscular coat made by an incision 
through the serosa; an anchoring suture, placed through 
the ends of both ureters, enters the opening made into the 
bowel lumen in the distal area of the reflected serosa and 
transfixes the entire wall 1 in. farther on. B, The anchoring 
suture is tied and the ureters are closed over by muscularis 
with interrupted sutures. C, Closure of the serosal layer. 
(After Coffey.) 


TABLE V.—THE MUSCULARIZING PRINCIPLE 
(STRIPPING ACTION). THIRD SURGICAL PRIN- 
CIPLE 
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or more layers about the ureter; necrosis of the 
bowel from interference with the blood supply be 
cause of the overlapping; perforation of the gut by 
one or more sutures; and tearing out of the sutures 
which do not catch the submucosa. Any of these 
complications might lead to the formation of a 
fistula and peritonitis. 


FourTH SURGICAL PRINCIPLE—PRESERVATION 
OF THE URETEROVESICAL ORIFICE 


a. By transplantation of the trigone with both 
orifices intact. Maydl, 1892; Moynihan, 
1905. 

b. By transplantation of each orifice separately 
in the form of a rosette. Bergenhem, 1894; 
Jaja, 1901. 

A, THE METHOD OF MAYDL 


Maydl was the first to apply the principle of 
preserving the ureterovesical orifice to prevent 
ascending urinary infection (suggested by Tuffier 
in 1888). In 1892 he transplanted the base of the 
inverted bladder into the large bowel by the in- 
traperitoneal route (Fig. 11). A small ellipse of 
trigone bearing the ureters was introduced into a 
longitudinal incision in the sigmoid and the adja- 
cent mucous membranes of the bladder and intes- 
tine were united by interrupted sutures. The 
anastomosis was completed by a similar line of 
sutures joining the muscular and serosal coats of 
the wall of the bowel to the muscular layers of the 
wall of the bladder. 

In 1897 Maydl introduced the use of flaps to 
re-inforce the line of suture. One year later he 
extraperitonealized the operation in order to pre- 
vent contamination of the peritoneal cavity by 
urine and feces should a fistula develop. 

Moynihan, in 1905, implanted the entire ex- 
strophied bladder extraperitoneally into the rec- 
tum. Coleman and Wilkinson, in 1918, in a fur- 
ther development of Moynihan’s modification, 
sutured off the peritoneum as high above the 
anastomosis as possible and used the redundant 
peritoneum to re-inforce the suture line. Their 
aim was to prevent the formation of a hernia. 

Peterson, in 1900, and Beck, in 1906, applying 
the Maydl operation, sutured rectangular (in- 
stead of elliptical) trigonal flaps into the sigmoid. 


SUMMARY OF CASES 


The principle of preserving the ureteral orifice 
is limited in application to cases of exstrophy or 
other abnormalities of the bladder in which the 
trigonal region is not involved in a disease process. 
Of 243 cases collected from the literature (178, 
Maydl; 65, Bergenhem), vesical infection was 
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Fig. 11. Fourth principle. 


Maydl’s intraperitoneal method of implanting the 


trigone with the ureteral orifices intact into the sigmoid. A, Bougies inserted up the 
ureters; the lines of incision for preserving the ellipse of the vesical mucous mem- 
brane surrounding the ureteral orifices and for resecting the remainder of the exs- 


trophied bladder. 


B, Longitudinal incision through all layers of the sigmoid for 


reception of the freed ellipse of the trigone. C, The trigone inserted in the sigmoidal 


incision and sutured in place. 
Edmonds.) 


present in only 3 and malignancy in only 4. The 
diagnosis in 31 was not stated. 

The results of 178 operations by the Maydl 
method are analyzed in Table VI. Following 178 
trigonal implantations there were 55 surgical 
deaths, a mortality of 31 per cent. Ascending 
urinary infection accounted for the greatest num- 
ber of deaths, 23, and peritonitis, the next most 
frequent fatal complication, for 9.5 per cent. 

Renal infection was the predominant complica- 
tion in 43 (24.2 per cent) of the cases. Fistulas oc- 
curred in 17 (9.6 per cent). 

Peritonitis, which developed in 24 (12.5 per 
cent), is to be explained by leakage along the line 
of the anastomosis. 


DISCUSSION 

Infection followed by the formation of an ab- 
scess and the breaking down of sutures is likely 
to occur in a long line of sutures which is contami- 


nated when being laid, no matter how firm the 
immediate union. This factor constitutes one of 


D, The completed operation. 


(After Katz and 


the outstanding defects of the Maydl operation. 
The extraperitoneal modifications, while not re- 
ducing the occurrence of fistulas, contribute to the 
safety of the procedure by preventing peritonitis. 

Another detrimental feature which is peculiar 
to the Maydl type of operation is the curved 
course which the lower parts of the ureters are re- 
quired to take in order to reach the transposed 
position of the trigone. Unless extreme care is 
exercised in selecting the proper site for the anas- 
tomosis, tension may result in kinking of the ure- 
ters with the development of urinary obstruction. 

Technical difficulty is encountered in carrying 
out the operation in women because of the pres- 
ence of the female pelvic organs. In some cases 
the difficulty is so great that hysterectomy must be 
added to the already extensive operative procedure. 


B. THE METHOD OF BERGENHEM 


Although numerous surgeons have assumed 
credit for originating the method of separate ex- 
traperitoneal transplantation of the intact ure- 
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TABLE VI.—PRESERVATION OF THE URETEROVESICAL ORIFICE. FOURTH SURGICAL PRINCIPLE 
a. Transplanting the trigone with both orifices intact (Maydl). 
b. Transplanting each orifice separately in the form of a rosette eangetene. 
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teral orifices, the first authentic report was pub- 
lished by Bergenhem, in 1894, and to him priority 
is now universally conceded. 

Jaja, of Italy, who claims to have antedated 
Bergenhem by several months, did not publish his 
article until 1901. His description of the opera- 
tion is hazy. The method was used in succession 
by Trendelenburg of Germany (1895), Pozza of 
Italy (1897), Martin of the United States (1898), 
Capello of Italy (1898), Lendon of Australia 
(May 12, 1899), and Peters of Canada (July 5, 
1898). Lendon and Peters, to each of whom the 
method has been frequently attributed, furthered 
its popularization. 

In this procedure the vesical ends of the ure- 
ters are dissected out with a rosette of vesical 
mucosa about 1 cm. in diameter (Fig. 12). Then, 
with the aid of ureteral catheters, which are re- 
moved at the completion of the operation, the 
ends of the ureters are introduced extraperito- 
neally into small perforations made in the rectum. 
The ureters project into the rectal lumen for a 
short distance, where they may be fixed in place 
with sutures to the rectal mucosa (Bergenhem, 
Pozza) or anal skin (Buchanan), or by forceps 
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(Lendon). However, some surgeons depend upon 
the nubbin of vesical mucosa to prevent escape of 
the ureters, and allow the ends to hang free 
(Trendelenburg, Peters). 

The use of ureteral retention catheters follow- 
ing the Bergenhem operation was recommended 
first by Peters and later by Huguier (1910) and 
Feutrie (1911). 

Helferich (1900) combined the procedures of 
Maydl and Bergenhem by intraperitoneally trans- 
planting the separated ureters, with orifices in- 
tact, into a single rectal incision. Jacobson (1903), 
in a similar combination of methods, used the 
extraperitoneal route. 


SUMMARY OF CASES 


The results of the Bergenhem procedure are 
analyzed in Table VI with those of Maydl’s opera- 
tion. In 65 cases in which the Bergenhem pro- 
cedure was followed there were 11 surgical deaths, 
a mortality of 17 per cent. 


DISCUSSION 


In this operation, as well as in Maydl’s opera- 
tion, the factor of leakage at the site of the anas- 
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Ureteral orifice implanted into rectum 


Fig. 12. Fourth principle. 


Bergenhem’s method of extraperitoneal implantation 


of the intact ureterovesical orifice with a surrounding rosette of vesical mucous 
membrane. A, Bisection of the lower half of the exstrophied bladder and incision 
freeing rosettes around each ureteral orifice. B, Sectional view showing the ureter 
freed extraperitoneally. C, The ureter insefted into a slit in the rectum. D, The 
transplanted ureters in place, the rectum exposed, intersymphysial band below, 
peritoneum above. (After Hutchins and Hutchins.) 


tomosis is the greatest drawback. Fistulas oc- 
curred in 14 (21.5 per cent) of the cases. How- 
ever, leakage following the Bergenhem operation is 
due more to imperfect apposition of the ureter with 
the bowel than to a defect incident to suture. Be- 
ing in the nature of a direct transplant (the second 
surgical principle), the method is open to the same 
objections. On a few occasions the ureter has es- 
caped from the bowel. This complication may occur 
when there has been damage to the blood supply 
of the lower part of the ureter sufficient to cause 
necrosis or when too large an opening is made in 
the rectal wall, permitting the ureter to work out 
by means of its own peristaltic action or that of 
the intestine, or by movements of the patient. 

The danger of peritonitis is minimized by the 
extraperitoneal approach. This is amply proved 
by the fact that peritonitis occurred in only 3 
(4.6 per cent) of the cases. 

The preservation of the ureterovesical orifice 
has not removed or noticeably lessened the com- 


plication which it was originally designed to pre- 
vent—ascending urinary infection. Although the 
ureterovesical orifice is left intact, the divided 
portion of the vesical wall surrounding the trigone 
or rosette still opens the lymphatics, blood ves- 
sels, and tissue spaces to fecal contamination from 
the rectum. In view of the septic nature of the 
anastomosis, even the coaptation of mucosa to 
mucosa in the Maydl procedure cannot satisfac- 
torily wall off these avenues of the spread of infec- 
tion. Contrary to an often presented viewpoint, 
preservation of the ureterovesical orifice does not 
maintain the normal valve-like action which is 
present within the bladder. Robbed of its sup- 
porting stroma and autonomic nerve supply, the 
entrance at once becomes nothing more than a 
flimsy orifice which has no distinct advantage 
over the divided end of a ureter. The one possible 
virtue of the intact orifice lies in the possibility 
that the mucous covering which it possesses may 
play a réle in the prevention of stenosis. 
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The fourth surgical principle is applicable to 
patients with an uninvolved trigone or ureteral 
orifices, such as those with exstrophy and vesi- 
covaginal fistula. It cannot be applied satisfac- 
torily in cases of malignancy. 


FirTH SURGICAL PRINCIPLE— TEMPORARY 
DIVERSION AND DRAINAGE OF THE URINE 


a. By ureteral catheters transrectally. 

1. With axial implantation. Second sur- 
gical principle. Giordano, 1892, ex- 
perimental. 

. With preservation of the ureteral ori- 
fices. Fourth surgical principle. Peters, 
1899. 

3. With the submucosal principle. Ninth 
surgical principle. Coffey, 1925. Modi- 
fied by Furniss, 1930; Nitch, 1932; 
Green-Armytage, 1932. 

4. With intact ureter. Eleventh surgical 
principle. Ferguson, 1931. 

b. By preliminary nephrostomy. Heitz-Boyer 
and Hovelacque, 1912; Hinman, 1926. 
extraperitoneal ureterostomy with a 
First surgical prin- 


c. By 
transfixion suture. 
ciple. Hinman, 1935. 


A. BY URETERAL CATHETERS TRANSRECTALLY 


The first record of the temporary drainage of 
urine following a uretero-intestinal anastomosis 
dates back to 1892 when Giordano, in an experi- 
ment on a dog, used small ureteral tubes which h¢ 
brought out through the rectum. The operation 
was a direct ureteral transplant executed by the 
extraperitoneal route. Death ensued shortly after 
the operation from rectal hemorrhage. 

In 1894, Rein, in clinical practice, employed 
small] glass tubes for ureteral drainage following a 
bilateral ureterorectal anastomosis by the direct 
method. Rubber tubes connected to the glass 
tubes were brought out through the rectum. The 
patient died shortly after the operation from an 
unknown cause. 

Peters, in 1899, first used ureteral retention 
catheters in combination with the principle of 
preservation of the ureteral orifice in the Bergen- 
hem operation. 

The use of catheters did not gain popularity 
until 1925 when Coffey devised his second tech- 
nique in order to permit a 1-stage bilateral sub- 
mucosal transplantation. With catheters he hoped 
to prevent the temporary interruption of the uri- 
nary stream which is so frequently caused at the 
site of anastomosis by edema immediately follow- 
ing the operation. In placing a ligature around the 
end of the ureter as it coursed over the catheter he 
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intended to shut off the tissue spaces of the ureter 
and prevent ascending infection. 

Coffey’s second technique (Fig. 13) is per- 
formed after the rectum has been clamped off and 
lavaged clean (Fig. 13 A and B) by first packing 
the rectum with gauze through a sigmoidoscope 
(Fig. 13C). The ureters are divided near the blad- 
der, catheterized with as large a catheter as pos- 
sible, and tied around a rubber cuff. The cuff 
consists of a rubber tube 34 in. long which is 
tightly fixed at a point from 4 to 6 in. from the tip 
of the catheter by 2 or 3 strong linen sutures, one 
of which is placed around the catheter itself (Fig. 
13, D, E, and F). 

Two oblique incisions 14 in. in length are made 
down to the submucosa of the rectosigmoid. 
These are placed low in order to make it possible 
to remove the catheters through a speculum in- 
troduced in the rectum should they become 
blocked. Narrowing of the bowel is prevented by 
placing one incision higher than the other (Fig. 
13 G). 

Two traction sutures of No. o chromic catgut 
are taken through the muscularis and serosa on 
either side of the lower extent of the incision in 
the bowel. A stab wound having been made 
through the submucosa and mucosa between the 
sutures, the ends of the catheters are attached to 
a bit of gauze drawn through the opening (Fig. 
13 H). Upon withdrawal of the gauze from the 
rectum the catheters and ureters are guided into 
the incision. The traction sutures are tied to- 
gether in order partially to close the rectal open- 
ing. A fine chromic catgut suture is taken through 
the wall of the ureter and the cut edge of mucosa 
on either side. After tying of this suture the ure- 
ter is snugly held in position. Other sutures 
through the serous and muscular coats serve to 
implant the ureter in its submucosal course. 

Furniss, in 1930, modified the second technique 
of Coffey by passing the catheters into the bowel 
on a special trocar to prevent soiling. Nitch, in 
1932, used a rectal tube made of lead to draw the 
ureters into the rectum. Green-Armytage, in 
1932, devised a stab instrument for passing the 
ureteral catheters through the mucosa into a 
Kelly cystoscope introduced through the anus by 
an assistant. 

Ferguson, in 1931, employed ureteral catheters 
in his experimental 2-stage submucosal trans- 
plantation of the intact ureter which is discussed 
as the eleventh surgical principle (Fig. 31). 


DISCUSSION 


The outstanding objection to any form of ure 
teral catheter is its tendency to become blocked. 





Fig. 13. Fifth principle. Coffey’s technique No. 2 
(ninth principle) with the use of ureteral catheters and the 
submucosal principle. A, The bowel is clamped and the 
needle for irrigation inserted. B, Sectional view showing 
irrigation in progress. C, Packing the bowel with gauze. 
D, The ureteral catheter, size 12 F, prepared with a rubber 
cuff for fixation of the ureter and a suture at its end to be 
attached to the gauze for withdrawal of the catheter by 


way of the rectum. E, Splitting of the end of the ureter. 
F, Catheter inserted into the ureter and tied in place on 
the rubber cuff by sutures. One suture is tied around the 


ureter above the cuff. G, The ends of the catheters are 
tied to the gauze in the rectum through stab wounds at the 
lower ends of the incisions which had been made down to 
the submucosal layer. H, Sectional view of G. (After 
Coffey.) 
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Even the larger sized catheters are prone to clog 
with bits of mucus, blood clot, epithelial cells, or 
calcareous incrustations. Poor drainage is the re- 
sult, and infection follows. Acting in the nature 
of a foreign body, the catheter itself causes infec- 
tion, either periureteral or renal. Another objec- 
tionable feature is the tendency toward anemic 
necrosis when the ureter is too tightly applied 
over the catheter. Gangrene leads to leakage and 
peritonitis. 


B. BY PRELIMINARY NEPHROSTOMY 


Nephrostomy preliminary to ureteral implanta- 
tion was first suggested by Heitz-Boyer and Hove- 
lacque in 1912 as being useful from two points of 
view. In the first place, it reduces the infection of 
the kidneys which is present in most conditions 
amenable to uretero-intestinal anastomosis. In 
the second place, the diversion of the urine thus 
effected gives security during operation and in the 
days following by preventing contamination of 
the field of operation with urine which ordinarily 
is infected, and by permitting the wound to heal 
without danger of the complications which result 
from edema with occlusion of the newly formed 
orifice. Heitz~-Boyer and Hovelacque considered 
bilateral nephrostomy to be the most satisfactory 
method of diverting the urine, and advised that 
the operation be performed three weeks prior to 
the uretero-intestinal anastomosis. 

Hinman, in 1926, stressed the value of prelimi- 
nary nephrostomy, particularly in severe infec- 
tions of the bladder, such as tuberculosis, and in 
malignancy of the bladder causing obstruction to 
the lower portion of the ureter. He found the 
method especially valuable in cases in which the 
remaining kidney was undergoing progressive hy- 
dronephrotic atrophy because of obstruction of 
the transvesical portion of the ureter. In cases of 
congenital deformity, such as exstrophy of the 
bladder, in which the ureters are not enlarged and 
are functioning normally he found it of no advan- 
tage. an 

DISCUSSION 

Nephrostomy is the most suitable measure for 
diverting the urine from the operative field in 
cases in which this is indicated before the estab- 
lishment of a communication between the ureter 
and bowel. It may be instituted in the cases of 
patients who would be benefited by a ureteral 
transplant but are poor surgical risks because of 
upper urinary obstruction and renal infection. If 
necessary, such patients may be prepared over a 
long period before the uretero-intestinal implanta- 
tion is done. In fact, in the presence of certain 
conditions, such as vesical tuberculosis, nephros- 
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tomy tubes may be worn indefinitely. While 
nephrostomy entails an operative procedure of a 
magnitude requiring a separate stage, the surgi- 
cal risk is slight and is well outweighed by the ad- 
vantages gained under conditions of abnormality 
of the upper tract. 


C. BY URETERAL CATHETERS PLACED EXTRA- 
PERITONEALLY FROM URETEROSTOMIES 
ABOVE THE SITE OF IMPLANTATION 


Hinman, in 1935, presented a method for the 
diversion of urine by the use of catheters placed 
extraperitoneally in ureterostomy openings above 
the site of implantation. This procedure was used 
in conjunction with Coffey’s third technique with 
a transfixion suture, in order to divert the urine 
during the time required for the transfixion suture 
to cut through, thus to prevent urinary obstruc- 
tion and render it possible to perform a simulta- 
neous bilateral implantation. 

In this method the ureter is exposed through a 
low midline or rectus incision by dissecting it free 
from the peritoneum above the pelvic brim. A 
No. ro ureteral catheter is introduced into a small 
longitudinal slit made in the side of the ureter 
high in the area of reflected peritoneum as near 
the pelvic colon as possible, the distal end being 
brought out through the abdominal wound poste- 
rior to the peritoneum or through stab wounds in 
the groins. The ureter is then implanted intra- 
peritoneally into the rectosigmoid according to 
Coffey’s third technique (transfixion suture), the 
peritoneum is closed, and drains are placed extra- 
peritoneally. 7 

DISCUSSION 

Although extraperitoneal ureteral catheters 
provide drainage until the transfixion sutures 
establish a fistulous tract into the bowel, their 
employment is equally as undesirable as that of 
any type of retention catheter. The objectionable 
features were well demonstrated in 2 of Hinman’s 
3 cases in which drainage was established with an 
extraperitoneal catheter. In a patient who re- 
covered, imperfect drainage by the catheter was 
followed by acute pyonephrosis necessitating ne- 
phrectomy, and in a patient who died, necropsy 
revealed an acute renal infection with the forma- 
tion of an abscess, acute ureteritis, and peri- 
ureteritis above the ureterostomy, and an anemic 
infarct below it. 

The cases in which the principle of temporary 
diversion of the urine has been applied have not 
been analyzed separately, but are discussed in 
connection with the more fundamental principle 
with which this procedure has been combined, as 
is indicated in the classification. 
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Fig. 14. Sixth principle. Fowler’s method of forming a flap of submucosa and 
mucosa to act asa valve. A, Incision on the anterior wall of the rectum through 
the serosa and muscularis, exposing a diamond-shaped area of submucosa. Out- 
line of the incision through the submucosa and mucosa for raising a tongue- 
shaped flap. B, The obliquely divided ends of the ureters sutured side by side on 
the presenting mucosal surface of the flap. C, Flap inserted into the lumen of the 
bowel and the opening closed by uniting the outer edges of the mucosal-submucosa]l 
layers with interrupted sutures. D, Closure of the muscularis and serosa with a 
line of interrupted sutures. E, Sectional view showing the position of the flap with 
the bowel empty. F, The flap being directed over the ureteral orifice with the 
passage of feces. G, The probable atrophied fate of the flap. (After Fowler and 


Coffey.) 


SIXTH SURGICAL PRINCIPLE—USE OF A FLAP TO 
Act AS A VALVE 

a. Flap of the entire intestinal wall. Vignoni, 
1895, experimental. 

b. Flap of submucosa and mucosa. 
1896. 

c. Flap of the trigone. The fourth surgical prin- 
ciple. Pisani, 1896, experimental. 


Fowler, 


A, FLAP OF THE ENTIRE INTESTINAL WALL 


Vignoni, in 1895, was the first to employ the 
principle of the use of a flap of the intestinal wall 
(or a part of it) at the site of ureteral implanta- 
tion. His intention was to reproduce the struc- 
tural arrangement existing in animals possessing 
ureters which open into a cloaca. Using dogs, he 
implanted single ureters upon a V-shaped flap cut 
out of the anterior rectal wall. After being placed 
upon the flap the ureter was buried by careful 
suture of the 2 lateral folds of bowel over it. Of 
7 dogs, 1 recovered and lived for more than two 
months. 


B. FLAP OF SUBMUCOSA AND MUCOSA 


One year later Fowler applied the principle of 
the formation of an internal flap (Fig. 14). He 
attempted to construct an efficient permanent 
valve of mucous membrane so covering the open 
mouths of the ureters as to close the ureteral 


orifices when the rectum became filled with urine 
and protect them when fecal matter descended 
from above. As an additional safeguard against 
ascending infection, he advocated the submucous 
principle of oblique insertion in which the ureters 
are brought on the submucosa of the rectal wall 
for a distance of 3 or more centimeters before they 
enter the intestinal lumen. He claimed that in 
this situation the circular fibers of the bowel com- 
press the ureters and secure occlusion during the 
act of defecation. 

Fowler’s flap is constructed by making an in- 
cision 7 cm. long on the anterior wall of the rectum 
through the serous and muscular coats. These 
layers are dissected laterally until the submucosa 
is bared in a diamond-shaped area. A tongue- 
shaped flap of mucous membrane and submucosa, 
with its base directed upward, is next cut from 
the lower half of the diamond. This flap is doubled 
upon itself in such a manner that one-half of its 
mucous surface presents anteriorly, where it is 
fixed with 1 or 2 catgut sutures. In this way a 
flap, both sides of which are covered with mucous 
membrane, is secured. 

The ureters are placed side by side in the in- 
cision so that their obliquely divided ends lie upon 
the presenting mucosal surfaces of the flap. A few 
fine catgut sutures serve to secure the ureters in 
the submucosal space. The flap with the attached 
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ureters is inserted into the cavity of the rectum 
and the rectal wound closed in layers over it. 

Duval and Tesson (1899) further studied this 
type of operation in dogs, with special regard to 
the oblique submucous course of the ureters and 
the formation of a mucosal valve. From their 
experiments, which proved unsatisfactory, they 
came to the conclusion that it was impossible 
to reproduce surgically the mechanism of the 
ureterovesical orifice in anaStomosing the ureter 
to the digestive tract. 


C. FLAP OF THE TRIGONE 


Another experimental method based on the 
flap principle was combined with Maydl’s tech- 
nique by Pisani, in 1896. Pisani resected a square 
area of trigone bearing the ureters and fixed it to 
a freshened portion of the posterior rectal mucosa 
by means of silk sutures. The flap was introduced 
through an anterior rectal incision which was 
thereafter closed, the ureters entering at either 
extremity. Two dogs upon which the method 
was tried died in sixty-two hours and six days 
respectively, the first of operative shock, the sec- 
ond, of peritonitis. The kidneys and ureters were 
found to be normal, the urine uninfected, and the 
flaps adherent in both animals. 


SUMMARY OF CASES 


The Fowler operation has been performed on 
only 4 patients. Three died shortly after the oper- 
ation, the surgical mortality being therefore 75 
per cent. The fourth was well and free from evi- 
dence of renal infection when observed three and 
one-half years later. Urinary infection accounted 
for 2 of the deaths, urinary obstruction for the 
third. These cases are analyzed in Table VII. 
The remaining procedures based on the flap prin- 
ciple (Vignoni and Pisani) have not been sub- 
jected to clinical trial. 


DISCUSSION 


The idea that a flap might be formed to act as 
a valve is closely related to the submucosal prin- 
ciple used experimentally by Krynski in 1896 and 
popularized later by the splendid experimental 
and clinical studies of Coffey (ninth surgical prin- 
ciple). However, the flap employed by Vignoni, 
Fowler, and Duval and Tesson fails in practice 
because it undergoes rapid atrophy following the 
operation. 

Pisani’s procedure is irrational, yet one is at- 
tracted by the bold ingenuity which inspired the 
originator to form a valve by stringing the ureters 
across the rectum as a means of fixing a trigonal 
flap to the mucosa of the posterior wall. The most 
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TABLE VII.—THE FORMATION OF A VALVE BY 
THE USE OF A FLAP WITHIN THE BOWEL 
(FOWLER’S METHOD). SIXTH SURGICAL 
PRINCIPLE 


| 

| I. Con- | 
| genital |II. Vesical) III. 
| anomalies| infection | Malig- 
|} and | (ulcer) 

| trauma | | 


Number of cases 2 


Condition Total 


Deaths: 
Surgical S | I 
Late i 4 

Causes: 

Shock 





Pneumonia S 


Urinary 
infections 

Urinary S 
obstruc — 
tion L 


Peritonitis S 

















objectionable feature in the operation is the long 
extent of unprotected ureter which is allowed to 
lie in the rectum. An arrangement of this kind 
exposes the ureters to the repeated trauma of the 
passing urine and feces as well as opening them 
to a continual source of infection. 


SEVENTH SURGICAL PRINCIPLE—USE OF 
MECHANICAL DEVICES 


The button of Boari (1895). 

The copper tubes of Chalot (1896). 

The bobbin of Evans (1899). 

The “dress-snap” of Zollinger (1934), ex- 
perimental. 


A. THE BUTTON 


In 1895 Boari introduced the principle of a 
mechanical device for performing uretero-intesti- 
nal anastomoses. As a means of preventing ste- 
nosis and ascending urinary infection he designed 
buttons which were of sufficient size to assure a 
wide opening upon sloughing their way into the 
rectum (Fig. 15). 
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Fig. 15. Seventh principle. Boari’s mechanical button. 
A, Button open. B, Stylet compressing spring and holding 
disks together. End of ureter drawn over the collar-like 
head of button and held with a silk ligature. C, Incision 
in rectal wall for introduction of button. Pursestring suture 
laid. D, Disk end of button introduced into bowel lumen, 
stylet remaining outside. E, Pursestring suture tied, stylet 
removed, wall of bowel brought into close contact with 
end of ureter by traction of spreading disks. (After Boari.) 


From 4 sizes it was possible to choose a button 
adapted to the size of the ureter. The buttons 
consisted of 2 disks mounted upon a hollow stem 
which served for the passage of urine. The disks 
remained spread apart by a spring which in prepa- 
ration for the operation was compressed and held 
in position by a stylet passed transversely through 
2 apertures in the stem. The end of the ureter 
was drawn over the collar-like head of the button 
and secured with a silk ligature. The disks were 
inserted into the lumen of the bowel through a 
small rectal incision, and the bowel closed around 
the stem of the button with a pursestring suture, 
the stylet being left outside. Upon withdrawal of 
the stylet the end of the ureter was brought into 
firm contact with the wall of the bowel by the 
traction exerted by the immediate spreading of 
the disks. Boari advised an extraperitoneal ap- 
proach for the operation. 

Meeting with success in carrying out this pro- 
cedure on 4 dogs, Boari performed a unilateral 
transplant in a patient suffering from a vesico- 
vaginal fistula. Six months later the patient was 
well; she passed part of her urine by rectum and 
the remainder by vagina. In a previous case, one 
of tuberculous cystitis in which Casati performed 
a unilateral transplant, death resulted after thirty- 
five days from advanced tuberculosis of the lungs, 
peritoneum, and bladder. 

Boari subsequently modified his button so that 
it would not cut through so rapidly. He also made 
the head more blunt so that it would not injure 
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Fig. 16. Seventh principle. The copper tube method of 
Chalot. A, Various sizes of the tubes. B, Sectional view 
of uretero-intestinal transplant by the use of a tube 
(After Chalot.) 


the rectum in being passed. Later he devised a 
button for a lateral ureteral transplant which was 
to assure a still larger orifice for the prevention 
of stenosis. 

Boari carried out further experiments in the 
preservation of the ureterovesical valve by at- 
taching to the button either the entire trigone 
(Maydl) or single ureters with a rosette of sur- 
rounding vesical mucous membrane (Bergenhem). 

Roux, in 1900, anastomosed the right ureter to 
the appendix with a Boari button. The patient 
died from peritonitis resulting from gangrene at 
the site of the anastomosis. 

B. THE COPPER TUBES 

The first successful bilateral uretero-intestinal 
implantation after an operation for malignancy 
was performed by Chalot in 1896 with another 
mechanical device. Chalot used cylindrical nickel- 
plated copper tubes which tapered in the form of 
a cone at each end (Fig. 16). These were fixed in 
the ureter by a ligature and implanted in the in- 
testine with sutures placed through the serosa 
and muscularis. 

Through a perforation in the lip of the intesti- 
nal end of the tube was passed a loop of silk which 
served either of two purposes. It fixed a catheter to 
the end of the tube or acted as a means of traction 
for removing the tube by way of the rectum should 
it remain in place too long without sloughing 
through. Chalot made the lumen of the tube as 
large as possible to overcome the danger of occlu- 
sion by calcareous incrustations. 

In 1898, Lestrade used Chalot’s tubes for ure- 
tero-intestinal implantation in 4 dogs. The result 
was fatal in each instance, the animals dying of 
renal insufficiency, leakage of urine into the peri- 
toneal cavity, and peritonitis. 
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Fig. 17. Seventh principle. Zollinger’s mechanical] drain- 
age button. A, The drainage button, similar to the male 
and female portions of a dress snap, with sections of a No. 7 
ureteral catheter attached, the female portion to the left, 
the male to the right. B, The female portion grasped 
through the mucosa and submucosa in the incision in the 
bowel, the male portion about to be snapped into place. 
C, Sectional view of completed anastomosis. (After 
Zollinger.) 


C. THE BOBBIN 


Evans, in 1899, performed a unilateral uretero- 
rectal transplant by means of a bobbin. Although 
a fecal-urinary fistula developed, the patient was 
well thirteen months later. 

Mechanical devices proved so unpopular that 
no further experimental or clinical transplanta- 
tions were made with them until 1934. 


D. THE DRESS-SNAP 


In 1934, Zollinger revived the method in pre- 
senting a device for which he claimed an aseptic 
technique, protection of the end of the ureter for 
a sufficient period to allow occlusion of the lym- 
phatics, and, at the same time, free drainage of 
urine. 

In developing his drainage button, Zollinger 
first devised a modification of the common dress- 
snap. Later he made a rectangular metal box 
which was designed to permit the end of the ureter 
to project into the lumen of the bowel. However, 
the box was too large, permitting a slough and 
the frequent development of peritonitis. Finally 
Zollinger perfected a small drainage cap made in 
2 parts, a female and a male (Fig. 17). Each part 
is attached to sections of a No. 7 whistle-tip 
ureteral catheter divided 6 in. from the tip, one 
catheter extending up the ureter and the other 


out through the anus. The female portion of the 
button, with the end section of the catheter at- 
tached, is inserted through the anus into the rec- 
tum and brought beneath the rectal incision which 
has been made down to the submucosal layer. It 
is grasped between the thumb and index finger of 
the left hand and held in place against the mucosa. 
The male portion fixed to the 6-in. length of the 
tip of the catheter is then snapped into the hidden 
female portion, perforating the mucosal-submu- 
cosal layers. 

After it has been proved by the injection of 
sterile fluid that both parts of the button and the 
2 catheters are clear, the ureter is threaded onto 
the catheter of the male portion and fixed by the 
previously placed sutures. The end of the ureter 
is likewise anchored to the mucosa in order to 
hold it in place after the sloughing out of the 
button. A submucosal implantation of the ureter 
completes the anastomosis. 

Zollinger performed unilateral transplants in 18 
dogs, with good results in 6. One serious difficulty 
was that the dogs bit out their rectal catheters 


TABLE VIII.—SECURING A BETTER ANASTOMOSIS 
MORE SAFELY BY THE USE OF MECHANICAL 
DEVICES (BOARI). SEVENTH SURGICAL PRIN- 
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too soon after the operation. Although the opera 
tion has not been applied clinically, Zollinger be 
lieves that the results should be more satisfactory 
because of the larger caliber of the human ureter. 

A contrivance which screws together, which 
Zollinger is still developing, he believes will be an 
improvement over the present dress-snap, the in- 
secure coaptation of which has caused failure in 
a small proportion of his operations. 


SUMMARY OF CASES 


The 13 operations which have been performed 
by the use of the various mechanical devices are 
analyzed in Table VIII. Seven deaths are re- 
ported, all surgical. The mortality was therefore 
54 per cent. Renal infection was the most fre- 
quent complication, having occurred in 4 cases 
(30.8 per cent). Fistulas and peritonitis developed 
in 2 cases each (15.4 per cent). 


DISCUSSION 


The many obvious disadvantages of the use of 
any mechanical device—the danger of urinary 
obstruction, of gangrene of the ureter and bowel, 
of peritonitis—are so overwhelming that the one 
advantage, that of shortening a technically diffi- 
cult and prolonged operation, is completely out- 
weighed. , 


EIGHTH SURGICAL PRINCIPLE—IMPLANTATION 
INTO STRUCTURES WHICH OPEN NORMALLY INTO 
THE GASTRO-INTESTINAL TRACT 


a. Appendix. Roux, 1900; Eaton, 1910. 

b. Pancreatic duct. Baird, Scott, and Spencer, 
1917, experimental. 

c. Gall bladder. Dardel, 1922, experimental; 
Kehl, 1923, experimental. 


A. THE APPENDIX 


Roux anastomosed the right ureter to the ap- 
pendix by the use of a Boari button in 1900. The 
first uretero-appendiceal implant by suture was 
performed by Eaton on March 6, rgr1o. Eaton 
advised an appendiceal transplant because of the 
following facts which, he claimed, reduce the pos- 
sibility of ascending urinary infection: 1. There 
is less putrefaction in the cecum than in the rec- 
tum. 2. A natural canal facilitates transportation 
of urine and eliminates muscular mutilation else- 
where. 3. The opportunity for peritoneal contami- 
nation is lessened. 4. The operation does not 
hinder peristalsis, ileus being therefore a less likely 
complication. 5. The ileocecal valve forms a 
pseudo-valve over the orifice of the appendix. 

The technique consists in amputating approxi- 
mately 114 in. of the end of the appendix and 


URETERO-INTESTINAL IMPLANTATION 


Fig. 18. Eighth principle. Eaton’s method of end-to-end 
anastomosis of the right ureter to the appendix. (After 
Beck.) 


suturing the transversely divided end of the ureter 
directly over the lumen of the appendix by 
interrupted sutures made in 2 or more layers 
(Fig. 18). 

Babcock, on April 22, 1910, carried out a similar 
end-to-end anastomosis of the right ureter to the 
appendix, modifying the operation by making an 
extraperitoneal transplant. 

SUMMARY OF CASES 

Ten uretero-appendiceal transplants collected 
from the literature are analyzed in Table IX. The 
operative mortality was 60 per cent. Of the com- 
plications following the operation, renal infection, 


peritonitis, and urinary obstruction were most 
frequent, each occurring twice. 


B. PANCREATIC DUCT 


Baird, Scott, and Spencer (1917), using dogs as 
experimental animals, guided the end of the ureter 
into the lumen of the duodenum through the pan- 
creatic duct. They found that the implanted ure- 
ter and kidney functioned normally and did not 
become infected although the dogs died in from 
seven to twelve days if the other kidney was re- 
moved. Death resulted, in their opinion, from 
uremia caused by the re-absorption of urine from 
the upper gastro-intestinal tract. They concluded 
that a valve was not necessary at the uretero- 
intestinal junction. 


C. GALL BLADDER 


Dardel, in 1922, and Kehl, in the following year, 
implanted the right ureter to the gall bladder by 
the direct method. They, too, were seeking a 
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TABLE IX.—THE PREVENTION OF ASCENDING 
INFECTION BY INSERTION INTO A NATURAL 
DUCT. EIGHTH SURGICAL PRINCIPLE 
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method to prevent ascending urinary infection. 
Dardel subsequently joined the left to the right 
ureter, whereas Kehl tied off the left ureter or 
removed the ieft kidney. 

Although Dardel denied that the procedure re- 
sulted in urinary infection, Kehl noted the pres- 
ence of that complication in a few of his experi- 
ments. All of Dardel’s dogs died of chronic en- 
teritis while Kehl’s animals uniformly succumbed 
to uremia. Dardel suggested the possible use of 
the operation in man, especially in cases of ex- 
strophy. Kehl, on the other hand, concluded that 
this method of diverting the urine is not practical. 


DISCUSSION 


Aside from qualifying as an outlet for only one 
ureter and the fact that it is absent in many 
patients, the appendix presents many features 
which render it undesirable for ureteral anasto- 
mosis. Susceptibility to acute inflammation, fecal 
impactions, and stenosis make it unsatisfactory 
from the point of view of possible obstruction and 
ascending infection. The curved course which the 
ureter and affixed appendix must take in entering 
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the cecum favors urinary obstruction. Babcock 
correctly pointed out that the method does not 
obviate cicatricial contracture of the divided end 
of the ureter. 

The upper intestinal tract, being free from pu- 
trefactive bacteria, presents an ideal location for 
ureteral implantation from the standpoint of in- 
fection. The factor of urinary re-absorption, how- 
ever, renders the use of this site wholly impractical. 
Dogs with bilateral ureteroduodenostomy die in 
the same length of time and in the same condi- 
tion as after bilateral nephrectomy (Hinman and 
Belt, 1922). 

Lacking any similar study on the cecum, one 
can only speculate as to whether it, too, may not 
function in a like manner as regards urinary re- 
absorption. It is true that the completely excluded 
cecum has served without ill effect as a urinary 
reservoir (Makkas, 1910), but such an arrange- 
ment is not comparable to subjection of the entire 
absorptive area of the large bowel to all of the 
urinary output. Uretero-intestinal transplanta- 
tions to the rectosigmoid are undoubtedly accom- 
panied by some measure of intestinal urinary re- 
flux. Turner and Saint recently (1936) presented 
convincing evidence that following ureterorecto- 
neostomy not only the rectosigmoid but the re- 
maining portion of the large bowel, as well, may 
act as a reservoir for urine. In 4 of 6 patients 
studied by means of serial roentgenograms follow- 
ing intravenous pyelography they noted reflux of 
urine as far back as the cecum. Even a tolerance 
for partial urinary reflux, however, cannot be con- 
sidered proof that urine is innocuous to the cecum. 
In fact, the elevation of blood urea nitrogen which 
Turner and Saint and other workers have noted 
might find some explanation in urinary re-absorp- 
tion as well as in depressed renal function. Until 
the problem is solved, one should be hesitant in 
utilizing the appendix or cecum proper as a site 
for ureteral transplantation. Lahey, in 1935, ad- 
vised against ureteral implantation to the cecum 
because in one case in which he transplanted the 
right ureter to this structure an intractable diar- 
thea resulted. 


NINTH SURGICAL PRINCIPLE—SUBMUCOSAL 
PRINCIPLE (VALVE ACTION) 


The triangular exposure of the submucosa. 
Krynski, 1896, experimental. 

. Coffey’s technique No. 1. Experimental, 
1910; clinical, 1913. After the method of 
Coffey (1909) of submucosal transplantation 
of the common bile duct into the intestine. 
Mayo’s modification—catgut urine guide 
(1912). Coffey-Mayo operation. 
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Cabot’s extraperitoneal modification of Cof- 
fey’s technique No. 1 (1921). 
Coffey’s technique No. 2 (1925) with cathe- 
ter drainage. Fifth surgical principle. 
Furniss’ modification (1928) preserving the 
peritoneal attachment. 
The modification by the use of approach 
tunnels. Mayo, 1930. Papin, 1930. Walker- 
Taylor, 1930. Open tunnel (first plan); 
closed tunnel (second plan); aseptic irre- 
versible tunnel (third plan). 
Coffey’s technique No. 3 with transfixion 
suture (1930). First surgical principle. 
The simple aseptic method with a divisible 
carrier. Hinman, 1935. 
Aseptic submucosal transplant by use of an 
electric snare. Foley, 1936. 

<. Aseptic submucosal transplant by use of a 
barb. Palmer, 1936. 


A. THE TRIANGULAR EXPOSURE OF THE 
SUBMUCOSA 


In attempting to imitate the normal uretero- 
vesical entrance, Krynski, in 1896, performed the 
first submucosal transplantation of the ureters 
into the bowel. He claimed that in none of his 
experiments on dogs was his method (Fig. 19) 
followed by ureteral or renal disease. 

A triangular incision from 2% to 3 cm. by 1 cm. 
was made through the serosa and muscularis on 
the anterior margin of the gut just below the sig- 
moid flexure. The area thus outlined was dissected 
up in the form of a flap exposing a triangular 
area of submucosa. After the end of the ureter 
had been divided obliquely it was sewed by 4 in- 
terrupted sutures to the edges of a small incision 
in the mucosal-submucosal layers at the apex of 
the triangle. The previously raised flap was then 
sutured back into position, care being taken to 
avoid compressing the ureter. 

Fowler, in 1896 (Fig. 14), and Duval and Tes- 
son, in 1899, combined the submucous transplant 
with an internal bowel flap (sixth surgical prin- 
ciple), and Beck, in 1899, combined it with 
Martin’s muscularizing operation (third surgical] 
principle). 

In 1903, Thompson performed an operation 
which was originally intended for Maydl’s pro- 
cedure but finally terminated in a submucosal 
type of implantation with the ureteral orifices in- 
tact. In treating a girl three years of age for 
exstrophy, he dissected out the trigone bearing the 
ureters and sutured it to the margins of the hy- 
men. At a second operation two weeks later he 
found that the trigone uniting the ureteral orifices 
had sloughed away, but that the orifices remained 


Fig. 19. Ninth principle. The submucosal method of 
Krynski. A, Raising a triangular flap of muscularis and 
serosa on the anterior wall of the sigmoid. B, The obliquely 
divided end of the ureter sutured into a small incision 
through the mucosa at the apex of the triangle. C, The 
flap sutured back in position, with avoidance of compres- 
sion of the ureter. (After Krynski.) 


intact. He raised 2 quadrilateral flaps of serosa 
and muscularis from the convex surface of the 
sigmoid flexure. The hinges of the flaps were on 
the lateral aspects of the gut, and the meeting 
point was the middle of the anterior muscle band. 
A small opening was made in the mucosal mem- 
brane at the lower end of the denuded area and 
the ends of the ureters were implanted side by 
side therein and held together by sutures which 
did not penetrate their lumina. A temporary re- 
taining suture placed through the wall of each 
ureter, which avoided the lumen, was anchored 
in the gut 34 in. below the opening in the mucosa. 
With fine silk the edge of the opening in the gut 
was united to the sides of the ureters. The mus- 
cular flaps then were sutured in place over the 
ureters, care being taken to apply the upper bor- 
der of the flaps around the entering ureters. 
Lastly, the temporary ureteral anchoring sutures 
were removed and the entire site was walled off 
with omentum. The patient was well one year 
later. , 
B. COFFEY’S FIRST TECHNIQUE 

In 1909 Coffey described a method of submu- 
cosal transplantation of the common bile duct 
into the intestine. In closing his paper, he men- 
tioned that this same principle might solve the 
problem of uretero-intestinal anastomosis. 

The following year he reported experimental 
studies on the submucosal transplantation of the 
ureter. Of 9 dogs subjected to this procedure, 5 
recovered from the operation and showed no dila- 
tation of the ureters or damage to the kidneys 
after periods of from sixty to one hundred and 
sixty-seven days. Six control experiments by the 
direct method resulted in pyonephrosis in 5 in- 
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Fig. 20. Ninth principle. The submucosal method of 
Coffey (Technique No. 1). A, The anchoring suture, after 
transfixing the end of the obliquely divided ureter, enters 
the lumen of the gut through a stab wound at the lower- 
most point of the incision previously made down to the 
submucosa, and emerges through all layers of the intestine 
34 in. farther along. B, Sectional view of the transplant 
showing the submucosal course of the ureter and the an- 
choring suture tied. (After Coffey.) Compare B with G 
in Figure 9 (Stiles). 


stances and total destruction of the kidney in the 
sixth. 

The operation, described by Coffey as his first 
technique (Fig. 20), is carried out intraperitoneally 
and preferably in 2 stages. After the ureter has 
been located, dissected free, and divided, the end 
is prepared by slitting it for a short distance. A 
linen suture is passed through the entire wall near 
the extremity and tied on either side, the loose 
ends being threaded on 2 needles. The submucous 
canal is prepared by incising the intestine at the 
elected site through the serous and muscular coats 
until the mucosa pouts through the incision. Five 
or 6 interrupted sutures which catch the perito- 
neum and muscular layers are introduced. The 
uppermost suture is tied and used as a control 
suture, the intermediate sutures being held away 
from the wound with a flat instrument. The end 
of the ureter is brought beneath the sutures and 
the needles are passed through a stab wound made 
in the mucosa at the lowest point of the incision. 
The needles are brought out 34 in. farther along, 
from ¥ to % in. apart. The ureter being drawn 
snugly down, this anchoring suture is tied outside 
the intestine, incorporating all layers. The ureter 
is tacked to the serosa of the intestine at its point 
of entrance by a few fine sutures, those previously 
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laid being tied, thus enclosing the ureter in the 
submucosal space. The other ureter is implanted 
in like manner from two to three weeks later. An 
important point in the technique, according to 
Coffey, is the placement of a rubber sheet with 
multiple wick drains down to the site of the im- 
plantation. Coffey called this the “quarantine 
drain.”’ 

In 1931, Middleton published an article in 
which he claimed that, on March 1, 1911, he had 
performed the first operation on a human subject 
by Coffey’s first method. He reported that the 
patient,.a boy seventeen years of age who was 
suffering from exstrophy, was living and well 
twenty years later. 

Previous to Middleton’s claim, it was generally 
believed that Mayo was the first to apply Coffey’s 
principle of submucous transplantation in man. 
Mayo performed a 2-stage operation on Febru- 
ary 3 and February 23, 1912. Coffey did not per- 
form his operation in a clinical case until October 
17, 1913. 


C. COFFEY-MAYO OPERATION 


Mayo, in 1912, slightly modified Coffey’s origi- 
nal technique by introducing a catgut urine guide. 
In this modification, an end of No. 2 chromic 
catgut 6.25 cm. in length is left protruding up the 
ureteral lumen, through the site of the anasto- 
mosis. Mayo claimed that, by following this 
guide, the urine can always leak out of the bowel 
regardless of slight kinks which might otherwise 
be obstructive. This modification, together with 
other less important changes, such as the use of 
the intestinal clamp, proved so popular that the 
method of implantation became widely known as 
the “Coffey-Mayo operation.” 

Markoff, in 1934, described a slight modifica- 
tion of the Coffey-Mayo operation. He sutured 
the ureter to the bowel prior to embedding it 
submucosally and slit the end for a distance of 
from o.5 to 1 cm. before placing the anchoring 
suture, in order to prevent obstruction when 
edema takes place during the early days following 
the operation. 

In the same year, Everidge presented an inflat- 
able intestinal bag to facilitate and increase pre- 
cision of the incision down to the mucosa in the 
submucous operation. 


D. CABOT’S EXTRAPERITONEAL TECHNIQUE 


In 1921, Cabot described his technique for per- 
forming the submucosal operation of Coffey ex- 
traperitoneally (Fig. 21). This method was used 
also by Judd, and in 1935 Lahey described a simi- 
lar procedure. 
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Fig. 21. Ninth principle. Cabot’s extraperitoneal modification of Coffey’s sub 
mucosal implantation of the ureter (technique No. 1). A, The line of skin inci- 
sions. B, The ureter is freed and the sigmoid drawn through the opening made in 
the peritoneum. C, Submucosal implantation of the ureter as in the Coffey No. 1 
technique. D, A second row of sutures in the wall of the sigmoid closing in the site 


of implantation (étagenaht). E, 
tion. (After Cabot.) 


E. COFFEY’S SECOND TECHNIQUE 
In 1925, Coffey presented his second technique, 
a 1-Stage bilateral submucosal transplant with 
catheters. This has been discussed in the section 
on diversion of the urine (fifth surgical principle). 


F. FURNISS’ MODIFICATION 


Furniss, in 1928, advised retaining the perito- 
neal attachment to the ureter when freeing the 
portion for anastomosis by the second technique 
of Coffey. He did this for better preservation of 
the blood supply to the lower ureter. 

G. APPROACH TUNNELS 

Papin, in 1925, carrying out Coffey’s type of 
submucosal transplant, devised a method for tun- 
nelling beneath the muscularis of the bowel by 
making 2 transverse incisions 15 mm. long and 
about 3 cm. apart. 

Mayo, in 1930, further modified the Coffey- 
Mayo operation by tunnelling beneath the mus- 
cularis through horizontal nicks, in a manner simi- 
lar to Papin’s modification (Fig. 22) 


Suture of peritoneum over the site of implanta- 


In the same year, Walker-Taylor developed his 
method of tunnelling when performing the sub- 
mucosal transplant. After making a small trans- 
verse incision through the serosa into the muscu- 
laris, a blunt instrument is introduced into the 
wall of the gut between the mucosa and the circu- 
lar muscle layer to form a tunnel for a distance of 
from 1.8 to 2.5 cm. According to Walker-Taylor’s 
first plan, called the ‘‘technique of the open tun- 
nel,’”’ the mucosa which presents at the end of the 
tunnel is opened with a thin knife or pair of scis- 
sors and the ureter is implanted with an anchoring 
suture, as in Coffey’s first technique. The entire 
operative area is then buried by means of a longi- 
tudinal suture line which picks up the peritoneum 
and muscle on either side. Walker-Taylor stated 
that ureteral catheters can also be used with this 
method. 

In a second plan, known as the “technique of 
the closed tunnel,” the tunnel is made in a like 
manner, but the mucosa at the end of the tunnel 
is perforated with an instrument shaped like a 
pencil. Upon withdrawal of this instrument, a 
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¥ Fig. 22. Ninth principle. The Coffey-Mayo operation; 
submucosal implantation of the ureter with approach tun- 
nel. A, Isolation of a segment of the sigmoid, a series of 
small, horizontal niches through the serosa and muscular 
coats joined by tunneling. B, Sectional view of the ureter 
introduced into the tunnel by an anchoring suture of cat- 
gut. An opening has been made through the submucosa 
and mucosa. The needle threaded on the catgut passes 
into the lumen of the sigmoid and out through its walls. 
C, The identical step down from without the sigmoid. D 
and E, Interrupted sutures through the serosa and mus- 
cularis including a small portion of the adventitia of the 
ureter at the points where niches were made. F, Second 
row of sutures over the primary suture line (étagenaht) 
(After Mayo.) 


long, straight needle bearing the anchoring suture 
is passed to a point 8 mm. below the end of the 
tunnel and no infolding sutures are used. This 
plan likewise can be adapted to the use of ureteral 
catheters. According to Walker-Taylor, its ad- 
vantages over the first plan are: 1. It diminishes 
the risk of obstruction by infolding sutures. 2. It 
eliminates the risk of the occurrence of leakage 
from the bowel. 

In his third and final plan, known as the “‘tech- 
nique of the aseptic irreversible tunnel” (Fig. 24), 
Walker-Taylor passes a long instrument like a 
darning needle through the mucosa at the end of 
the tunnel and out through the rectum. A cylin- 
der applied through the rectum against the mu- 
cosa facilitates the passage of the instrument. An 
8-mm. portion of the ureter is allowed to project 
into the bowel. The end of the ureter is fixed in 
place with a strong silk ligature which is left long 
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and attached at the anus. While this sloughs in 
a few days, the usual suture at the entrance oi 
the tunnel maintains the ureter in place. In none 
of 34 dogs on which this third technique was used 
did peritonitis occur. 


H. COFFEY’S THIRD TECHNIQUE 


Coffey’s third technique has been discussed un- 
der the first surgical principle. 


I. THE SIMPLE ASEPTIC METHOD WITH 
A DIVISIBLE CARRIER 


In 1935, a simple 7-suture method with the use 
of a probe and cautery, devised to simplify the 
surgical technique of the submucosal operation, 
was presented by Hinman with the report of 12 
cases.' Subsequently a carrier was devised to re- 
place the probe’ (Fig. 23, a and b). 

Of importance to success by this technique are 
the preparation of the patient for the operation 
and the exact performance of certain surgical de- 
tails of suturing. The lower bowel must be empty. 
The ureter, untraumatized in the course of isola- 
tion and with its cranially directed blood supply 
unimpaired, must enter the bowel by the shortest, 
most natural route, untwisted, without kinks, and 
reasonably loose. The incision in the wall of the 
bowel at the place to permit this easy entrance of 
the ureter must be short (from 2 to 3 cm.) and 
must expose the submucosa without injury to any 
of the blood vessels in it. The 3 anchoring sutures 
(of twenty-day quadruple No. o catgut on atrau- 
matic needles) must be placed on the definite plan 
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Fig. 23a. Ureteral carrier (assembled). A, Cutting 
stylet. B, Handle. C, End-piece with cup into which th 
end of the ureter is to be tied. The stylet is partially with 
drawn showing the knife. 


a b — Knife 


Fig. 23b. Ureteral carrier (divided). Note: In order to 
free the end-piece, c, the cutting stylet, a, must be fully 
withdrawn into the ‘handle, b. It has been pushed out 
subsequently in this picture in order to show the knife. 


1A simple 7-suture method of bilateral uretero-intestinal implantation. 
Report of 12 cases. Surg., Gynec. & Obstet., 1935, 61: 802-815 

*Uretero-intestinal implantation by an aseptic method with a Saivisib le 
carrier. A modification of the simple 7-suture method with probe and 
cautery. (In press.) 
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Fig. 24. Ninth principle. Walker-Taylor’s aseptic irre- 
versible tunnel technique. A modification of Coffey’s sub- 
mucosal technique No. 1. A, The tunnel being formed 
between the muscularis and the submucosa with the blunt 
dissector. B, Piercing instrument in the tunnel pointing 
into the rectal cylinder just about to perforate the inter- 


of a triangle (Fig. 25) near the apex of which the 
incision for insertion of the ureter into the bowel 
will be made later (Fig. 26) so that, when tied, 
the ureter is sealed in without constriction and the 
closure is secure against leakage. In order to be 
aseptic, the sutures must pierce only the adven- 
titia of the ureter and only the submucosa of the 
bowel. The end of the ureter is tied to the carrier 
(Fig. 23,a and b). A longitudinal incision of the 
submucosal-mucosal layer, 114 times the diameter 
of the ureter in length, is made with an active 
electric knife (without coagulation) in the apex 
of the triangular area marked out by the anchor- 
ing sutures (Fig. 26). The end of the ureter is 
pushed through this into the lumen of the bowel 
with the carrier, the end piece of which is detached 
in the bowel so that nothing is withdrawn and 


vening layer of the mucosa and submucosa. C, The opera- 
tion complete. Eight millimeters of ureter projecting into 
the bowel, fixed by a silk ligature attached at the anus. D, 
Longitudinal section showing the submucosal course of the 
ureter. E, Cross-section of the submucosal course of the 
ureter. (After Walker-Taylor.) 


there is no chance for contamination of the wound 
(Fig. 27). The 3 anchoring sutures when tied seal 
the opening (Fig. 28). The muscular layers of the 
bowel are brought together over the ureter in its 
submucosal channel, and the site of implantation 
is covered with the flap of peritoneum left after 
isolation of the ureter. The abdomen is closed 
without drainage. 


J. THE ASEPTIC SUBMUCOSAL TRANSPLANT USING 
AN ELECTRIC SNARE THROUGH THE RECTUM 


Foley, in 1936,' suggested a method whereby 
a strictly aseptic submucosal transplant can be 
accomplished by the use of an electric snare. 
The snare consists of a rigid tungsten wire in the 
form of a ring which can be moved over a perfo- 


!Personal communication. 
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Fig. 25. The manner in which the 3 anchoring sutures are placed. 
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a, Suture No. 


1, passed from left to right through the submucosa, right to left through the adven- 


titia, care being used not to enter the lumen of the bowel or ureter. b, Suture No. 2 
passed opposite No. 1. c, How each suture is placed in the submucosa. d, The triangle 
of submucosa marked off by the 3 sutures. 


ration in a hard rubber carrier which is of sufficient 
length to be manipulated through the anus. Fol- 
lowing mobilization, division, and ligation of the 
ureter, a longitudinal incision down to the sub- 
mucosa is made in the sigmoid. The snare, which 
has been inserted by an assistant and can be felt 
easily through the rectal wall by the surgeon, is 
held beneath the lower end of the incision with 
the opening in the snare corresponding in position 


“) 


to the lower angle of the exposed submucosa. The 
ligated end of the ureter is grasped with smooth 
tissue forceps and introduced into the opening in 
the snare carrying before it a small invaginated 
tent of submucosa (Fig. 29). A locking device at 
the proximal end of the snare is released by the 
assistant, and the rigid wire ring is withdrawn 
until it grips securely the ligated end of ureter 
with its covering of submucosa. Upon removal of 





HINMAN, WEYRAUCH: URETERO-INTESTINAL 


pate ‘2 


Fig. 26. The method of inserting the ureter with the 
probe through the opening into the bowel made by the 
cautery. After the ureter is inserted, the mosquito clamps 
with rubber guards, which are not shown in the illustra- 
tions, on the loops of sutures Nos. 1, 2, and 3, are withdrawn 
and these sutures are drawn tight and tied, thus anchoring 
the ureter in position, as shown in Fig. 28. 


the forceps the security of the grip is made cer- 
tain and then fixed by the locking device at the 
proximal end. The ureter is then implanted sub- 
mucosally by sutures similar to those employed 
in Hinman’s technique. Amputation of the end 
of ureter with its covering of submucosa is accom- 
plished with the high-frequency current at any 
time after the operation that may be selected by 
the surgeon. 

A unilateral transplant by this method was 
executed by Foley in a case of carcinoma of the 
urethra. Convalescence was satisfactory until one 
month after the operation, when the patient died 
of lobar pneumonia. At necropsy, the implanted 
kidney and ureter and the ureterosigmoidal orifice 
were found normal. There was, however, a small 
abscess between the ureter and muscularis at the 
upper end of the embedded segment. 


k. ASEPTIC SUBMUCOSAL TRANSPLANT BY USE OF 
A BARB (PALMER, 1936) 
Palmer’s aseptic method of submucosal trans- 


plantation of the ureter will be discussed under 
ihe eleventh principle (Fig. 36). 


IMPLANTATION 





Portion of ureter inside of 
recto-sigmoid 


Portion of carrier 
peosed by recium 


Fig. 27. Illustrates the use of a divisible carrier for 
insertion of the end of the ureter into the lumen of the 
bowel. A, The end of the ureter is being ligated to the 
fenestration in the ureteral carrier. B, The end of the 
ureter, ligated to the fenestration in the ureteral carrier, 
has been introduced through an opening previously made 
with the cautery. Sutures 1, 2, and 3, penetrating the 
submucosa of the rectosigmoid as well as the adventitia of 
the ureter are tightened so as to hold the ureter in place. 
C, The knife of the ureteral carrier dividing the ligature 
which frees the end of the ureter and the end of the carrier 
within the lumen of the bowel. D, The end-piece of the 
ureteral carrier freed within the rectum, when the stylet 
is withdrawn into the handle. The remaining portion of 
the instrument has not been contaminated. The anchoring 
sutures Nos. 1, 2, and 3 are drawn taut and tied, sealing 
the opening in the mucosa and submucosa. 


SUMMARY OF CASES 


Two hundred and fifty-nine operations per- 
formed with use of the submucosal principle re- 
sulted in 78 early deaths, a surgical mortality of 
30 per cent. ; 

The complication of highest frequency was renal 
infection, which occurred in 73 cases (28 per cent) 
Other common sequele were peritonitis in 22 
cases (g per cent), urinary obstruction in 20 (8 per 
cent), the formation of fistulas in 20 (8 per cent), 
and intestinal obstruction in 18 (7 per cent). 
These cases are analyzed in Table X. 
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Fig. 28. Diagrammatic representation of the manner in 
which the ureter is anchored in the wall of the intestine 
by the 5 sutures. a, How the sutures, Nos. 1, 2, and 3, 
anchor the ureter snugly in the small opening through the 
submucosa and mucosa made by the cautery, and why this 
slit should not be too large but of a size, as indicated by 
the dotted circle, equal to the diameter of the ureter. 
b, The unconstricted anastomosis which is secured. c, How 
the fourth and fifth sutures anchor the ureter in the trough 
of the incision. 


DISCUSSION 

Undoubtedly the submucosal principle of ure- 
tero-intestinal implantation is the most widely 
accepted at the present time and most closely 
approaches the normal route of the ureter into 
the cloaca in the fowl. The submucosa is the 
only layer of the bowel which will hold sutures 
satisfactorily. The chief virtue of the method 
lies in the firm union which can thus be formed 
between the ureter and bowel. 

The importance which Coffey placed upon the 
principle of the formation of a valve is open to 
question. He claimed that, as a non-motile, mov- 
able gate which acts to prevent reflux, equally 
active in animate or inanimate mechanisms, a 
valve constitutes the ideal junction for the en- 
trance of the ureter into the bowel. The theory 
seems to lose significance when one considers the 
lack of synchronization between the peristaltic 
action of the ureteral musculature and the peris- 
taltic action of the bowel, the persistence of the 
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Fig. 29. Ninth principle. Foley’s aseptic submucosal 
transplant by use of an electric snare. A, Ureter im- 
planted submucosally; end of ureter with tent of mucosa 
and submucosa grasped by electric snare introduced 
through anus. Sutures 1, 2, and 3 placed between adven 
titia of the ureter and submucosa of the bowel. B, View 
of electric snare from above. 


muscular ureteral walls up to the uretero-intes- 
tinal orifice, which often projectsinto the intestinal 
lumen as a muscular papilla, and the low pres- 
sure which exists in such a distendable structure 
as the rectum. 

The use of approach tunnels tends to assure 
a firmer anastomosis. However, there is difficulty 
in developing the proper plane of cleavage in the 
proper axis to the ureter, with resultant tearing 
of the muscularis and premature perforation of 
the mucosa as well as kinking of the ureter as 
frequent complications. 

The simple aseptic method with a divisible car- 
rier is to be recommended as being aseptic and 
as simplifying a technically complicated opera- 
tion. When the sutures have been placed suc- 
cessfully, neither leakage nor ureteral obstruction 
occurs. ' 

Foley’s procedure is fully aseptic during the 
operation—more so than any 1-stage technique 
so far devised. Infection, however, is to be feared 
subsequent to the wide exposure of the tissue 
spaces upon resection of the end of the ureter 
with its tent of submucosa; yet, if this resection 
is delayed until healing in of the ureter has 
occurred, the kidney will have been obstructed 
altogether too long. 

The 10 methods which have been grouped with 
the submucosal principle show so much variation 
that their analysis as a group is unjust. In spite 
of the high incidence of peritonitis and the for- 
mation of fistulas in this group, there are records 
of individual series of cases in which the submu- 
cosal method was used without the development 
of any of these complications. One is therefore 
led to believe that certain of the methods, when 
executed by experienced surgeons, effectively re- 
duce the danger of leakage and peritonitis and are 
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NINTH SURGICAL PRINCIPLE 
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Summary 


These cases in- 


E: ‘xtraperitoneal transplants without the use of catheters are grouped under 2 (Division e). 


All sub 


mucosal transplants by the use of catheters are grouped under 3 (Divisions e and g). 


Cases operated upon by Coffey’s technique No. 3 (Division h) have been analyzed under the first principle. 


followed by a minimal incidence of late ureteral 
complications. 


TENTH SURGICAL PRINCIPLE—TEMPORARY 


CoLosTomy 


a. For the purpose of direct inspection and 

treatment of the site of implantation. Bar- 
ber, 1915. 
Preliminary to implantation for the purpose 
of sterilizing the bowel and after implanta- 
tion for temporary diversion of the feces. 
Nesbit, unpublished; Higgins, 1931. 


A. FOR DIRECT INSPECTION AND TREATMENT 


In order to permit direct inspection of the site 
of uretero-intestinal anastomosis and to make 
possible direct treatment of the ureters if compli- 
cations arose, Barber, in 1915, devised an experi- 
mental method which incorporated the first stage 
of a colostomy. The ureters, having been divided 
near the bladder, were made to penetrate the wall 
of the spur of colon at 2 points. Entering per- 
pendicularly above, they were brought out at a 


point go degrees distant on the intestinal wall. 
They were thus drawn into the lumen of the gut 
and out again through each wall. Finally, the sig- 
moid was suspended in the wound by the usual 
glass-rod method of colostomy, and the ligated 
end of the ureter was attached to the nearby skin 
with a suture (Fig. 30). 

Barber temporarily interrupted the urinary 
stream by deferring incision into the end of the 
ureter until six hours after the operation. He 
stated that at any time after this the ureter could 
be returned to the lumen of the bowel, but he ad- 
vised that it be maintained under control until its 
continued patency was assured. The operation, 
which could be executed in twenty minutes, was 
successful in 7 of 8 dogs. 


B. FOR THE TEMPORARY DIVERSION OF FECES 

Nesbit recently suggested! the principle of a 
temporary colostomy for the purpose of steriliza- 
tion of the lower bowel by through-and-through 
irrigation preliminary to ureteral implantation, 


!Personal communication. 
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Fig. 30. Tenth principle. Implanting ureters into a loop 
of sigmoid brought out on the abdominal wall by the 
method of Barber. A, Ureters ligated and divided near 
the bladder. The left has been made to penetrate the 
entire wall of the sigmoid at 2 points. B, Spur of sigmoid 
brought out on abdominal wall over a glass rod, abdominal 
incision closed, ligated ureters passing in and out of the 
sigmoidal lumen. C, Six hours after operation an incision 
has been made in the end of the left ureter to release the 
urine. D, Sectional view of the spur of sigmoid and right 
ureter. (After Barber.) 


the bowel opening to be used after implantation 
for the temporary diversion of feces. The same 
idea was applied by Higgins (September, 1931) in 
an experimental study on dogs. He made a per- 
manent colostomy through which the lower seg- 
ment of bowel was irrigated with boric acid and 
mercurochrome for one week before performing a 
bilateral uretero-intestinal implantation. 


DISCUSSION 


In a consideration of Barber’s method it would 
seem that intestinal obstruction at the sigmoid 
spur would be a complication to be feared. There 
would be the possibility, too, that urine would be 
dammed back into the upper large bowel instead 
of drained into the rectum. Other drawbacks are 
the temporary interruption of the urinary stream, 
the long extent of unprotected ureter which must 
be dissected from its bed to present outside the 
abdominal wall, and the added magnitude of the 
operative procedure. These objections far out- 
weigh whatever advantage might be gained from 
inspection and treatment of the site of anas- 
tomosis. 

The Nesbit-Higgins principle of temporarily 
diverting the fecal current until healing of the 
site of anastomosis has occurred is worthy of con- 
sideration as a possible measure to prevent as- 
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cending urinary infection. With tissue spaces, 
blood vessels, and lymphatics completely sealed 
off, there should be less likelihood of this compli 
cation than if fecal matter were to come into con 
tact with the operative site before healing is 
complete. 

However, the results of exclusion operations 
(discussed in detail in the first part of this paper) 
in which parts of the sigmoid or rectum have 
been partially or completely removed from the 
fecal current have been most discouraging. There 
has been no reduction in the incidence of ascend 
ing urinary infection following their use. The im 
portant fact seems to be that it is impossible com 
pletely to sterilize the large bowel by any amount 
of through-and-through irrigation or other form 
of treatment. The few bacteria which always 
remain in the crypts of the mucosa are sufficient 
to multiply in the urine which enters the rectum 
as soon as a ureteral transplant has been per- 
formed. The urine then acts as an ideal culture 
medium and produces a bowel content bacterio- 
logically not markedly different from fecal mat 
ter itself. 

No clinical cases in which the principle of tem- 
porary colostomy has been used have been 
reported. 


ELEVENTH SURGICAL PRINCIPLE—USE OF THE 
INTACT URETER; A 2-STAGE OPERATION 


First stage: A loop of ureter is isolated and an 
intact section is embedded down to the submucosa 
beneath the muscular layers of the bowel. The 
urine continues to drain into the bladder as usual. 

Second stage: The lumina of the ureter and 
bowel are connected. 

a. By a fulguration tip inserted through the 
proximal end of the ureter divided just be- 
low the point of its egress from the submu- 
cosal channel. Ferguson, 1931, experimen- 
tal; Poth, 1935, experimental. 

By insertion of the proximal end of the 
divided ureter into the lumen of the bowel 
through an opening made at the point of 
egress of the ureter from the submucosal 
channel. Ferguson, 1931, experimental; 
Winsbury-White, 1933; Nesbit, 1935. 

By a transfixion suture placed at the first 
stage. Higgins, 1933. 

d. By hairpin wires looped over and through 
the ureter. Brenizer, 1935. 

e. By insertion of the end of the ureter by the 
use of a barb. Palmer, 1936, experimental. 

The most recent principle to be developed 
makes use of the intact ureter which is implanted 
submucosally without interruption of the urinary 
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Fig. 31. Eleventh principle. Use of the intact ureter, 
joining the lumina of the ureter and bowel by the fulgura- 
tion method of C. Ferguson. A, Fulgurating needle making 
an opening through the submucosa and mucosa, estab- 
lishing a fistulous tract between the ureter and the bowel. 
B, Stump of ureter infolded in wall of bowel with mattress 
sutures. A, B, C, and D, Method of executing operation 
with the use of a ureteral catheter. A, Short ureteral 
catheter introduced in submucosaily implanted ureter. B, 
The catheter with a silk ligature attached well above the 
end is introduced up the ureter, beyond the point at which 


stream. At a second stage the ureters are divided 
and a communication is established between the 
lumina of the ureters and bowel. Preparation for 
this short fistulous tract may have been made at 
the first operation, as by the transfixion suture 
(Higgins) or the hairpin wire (Brenizer). (The 
first surgical principle.) 


A. BY FULGURATION 


Ferguson (U. S. Public Health Service), in 
1931, experimenting with cats and cadavers, was* 
the first to use the intact ureter. At the first stage 
both ureters are implanted in an incision 1% in. 
long made in the wall of the sigmoid down to the 
submucosa. The muscularis is carefully dissected 
from the submucosa so that it can be re-united 
with mattress sutures over the transplanted ure- 
ters without compression. Flaps of peritoneum, 
raised in order to dissect the ureters from their 
beds, are used to close over the suture lines in the 
bowel. Ferguson warned against too great tension 
and angulation of the ureter. 

At the second operation a short fistulous tract 
(the first principle) is produced with a fulgurat- 
ing electrode (Fig. 31 A, B). The distal portion of 
the ureter is freed and excised below the point at 
which it leaves the bowel wall. The distal stump 
having been ligated near the bladder, the tip of a 
fulgurating electrode is introduced through the 
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the opening into the bowel is to be made. The opening 
between the ureter and the bowel is made with the ful- 
gurating needle. C, The distal end of the ureteral catheter 
is drawn back into the bowel through this fistulous tract 
by means of the silk ligature and the end is grasped with 
a clamp introduced through the anus. D, The end of the 
ureter is invaginated and the point of invagination is closed 
over with mattress sutures by the silk ligature attached to 
the catheter when it is withdrawn by the rectal clamp. 
(After Ferguson.) 


proximal end, and when it reaches the proper 
point the current is turned on and a hole is cut 
into the bowel. The mucosa of the ureteral end 
may be destroyed by fulguration as the tip is 
withdrawn. Closure is effected by folding the 
stump into the wall of the bowel with mattress 
sutures. In cadavers, Ferguson found it easy to 
introduce short ureteral catheters which he 
threaded up the ureters and out through the 
rectum (Fig. 31 A, B, C, D). 

Poth, in 1935, using the principle of the intact 
ureter, proposed the following complicated pro- 
cedure utilizing a proctoscope and a high-resist- 
ance cautery wire. The first stage consists of sub- 
mucosal implantation of the ureters with the use 
of a continuous suture of Cushing No. o catgut 
placed in the submucosa for closure. Sufficient 
tissue is included to approximate 3 mm. of serosa 
on either side. Kinking and compression of the 
ureters are prevented by leaving '/; cm. of sub- 
mucosa at either end of the trough. No attempt 
is made to extraperitonealize the implant. 

At the second operation three weeks later the 
ureters are divided at a convenient distance be- 
low their emergence from the bowel. A procto- 
scope is introduced into the rectum until the end 
is at the distal point of the ureter in the bowel. 
An opening is made in the ureter 2 cm. from its 
point of egress from the bowel, and the needle, 
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attached to an end of the resistance wire, is intro- 
duced into the ureter. The edge of the procto- 
scope being used as a fulcrum, the needle is ro- 
tated so as to invert the wall of the gut, the buried 
ureter, and the needle into the open end of the 
proctoscope. The point of the needle is thrust 
through the visceral walls and grasped by an 
assistant using alligator forceps through the 
proctoscope. The needle is drawn out until about 
half the length of resistance wire is pulled through. 
Another needle, at the other end of the resistance 
wire, is thrust through both walls, a short dis- 
tance above the first, and in a similar manner is 
drawn out through the proctoscope by the assist- 
ant. All the slack in the resistance wire having 
been taken up by the assistant, the ends of the 
wire in the proctoscope are protected with glass 
shields. When the current is turned on, the non- 
insulated loop of the wire cuts a fistulous tract 
through the ureteral and intestinal walls. During 
the cutting the adjacent wall of the ureter is pro- 
tected by a ureteral catheter. Cauterization has 
been found to require as long as fifteen seconds. 
The wire should be examined subsequently to 
make certain that it is intact, as it may break 
and fail to form an opening. In order to prevent 
contamination, the ureteral catheters are with- 
drawn by the assistant through the proctoscope. 
After establishment of the uretero-intestinal com- 
munication and removal of the catheter, the dis- 
tal segment of the ureter is divided close to the 
bowel and ligated, the end buried, and the area 
closed with a single suture in the colon. 


B. BY INSERTION OF THE END OF THE URETER 
INTO THE BOWEL 

Instead of using the fulgurating tip, Ferguson, 
in his experimental work on cats in 1931, some- 
times found it more convenient to insert the end 
of the ureter, threaded on a probe, into the lumen 
of the bowel through a small puncture made at 
the end of the submucosal channel. 

Winsbury-White, in 1933, presented his 2- or 
3-Stage method of using the intact ureter (Fig. 
32). At the first operation, one or both ureters 
are implanted in an incision 1 in. in length made 
down to the submucosa. The muscular wall is 
dissected free to permit resuture over the ureters 
without tension, and closure is effected with a 
continuous catgut suture. 

Two weeks later the ureter is divided between 
clamps about 34 in. below the distal limit of its 
union with the bowel. The proximal end is trans- 
fixed with a catgut suture and the distal end 
ligated. Two traction sutures are placed in the 
wall of the bowel on either side of the lower end 
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Fig. 32. Eleventh principle. Winsbury-White’s use of 
the intact ureter. At the second stage, the proximal end 
of the ureter is implanted into the bowel through a longi 
tudinal incision. A, Submucosal implantation of the ureters 
in the wall of the bowel. A’, Sectional view. B, The 
ureter is divided 34 in. below its egress from the submucosa] 
channel, at which point a longitudinal incision into the 
bowel is made. C, The end of the ureter is inserted into 
this opening and fixed in place with an anchoring suture. 
D, Completion of the operation—both ureters transplanted 
and the incisions in the bowel closed. (After Winsbury 
White. ) 


of the implant, and an incision % in. long is made 
longitudinally along the line of the ureter into the 
lumen of the bowel. The ureter having been dis- 
sected free and its lower end split for a distance of 
14 in., it is anchored within the lumen of the gut 
by the suture previously placed. This suture 
transfixes the intestinal wall from within out- 
ward and brings the end of the ureter below the 
lower margin of the incision. The incision in the 
wall of the bowel is repaired with a line of con- 
tinuous catgut re-inforced with Lembert sutures. 

In his first case Winsbury-White performed the 
operation in 3 stages. In the first stage he em- 
bedded the left ureter; in the second, he inserted 
the left ureter into the bowel and embedded the 
right; and in the third, he inserted the right ureter 
into the bowel. He suggests, however, that the 
operation may be performed in 2 stages, with 
treatment of both ureters at each operation. 

Winsbury-White reported 1 case, that of a 
thirteen-year-old girl suffering from hypospadias, 
who recovered from a 3-stage operation per- 
formed by his method. 
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Fig. 33. Eleventh principle. Nesbit’s use of the intact 
ureter. At the second stage, the proximal end of the divided 
ureter is implanted into the bowel through a stab wound 
which is closed by a pursestring suture. A, First stage. 
Submucosal implantation of the ureters. B, Second stage. 
The ureters are divided 1 in. distal to the area of implan- 
tation, a pursestring suture is laid on either side at the 
point of egress of the ureter from the submucosal channel, 
and inside of this the wall of the bowel is punctured, as 
shown on the left side. C, The end of the left ureter has 
been pushed into the bowel through this puncture wound 
and the end of the right ureter is being introduced similarly. 
D, The left pursestring suture closing in the site of implan- 
tation has been tied and the right is about to be tied. 
After Nesbit.) 


Nesbit, in 1935, presented his 2-stage method 
of transplanting the intact ureters (Fig. 33). At 
the first operation both ureters are mobilized for 
a distance of ro cm. at the level of the pelvic brim 
and embedded between the muscularis and serosa 
of the upper rectum. 

At the second operation, performed from four- 
teen to twenty-one days later, the ureters are 
divided 1 in. distal to the area of implantation. 
A pursestring suture is then laid in the intestinal 


Fig. 34. Eleventh principle. Higgins’ use of the intact 
ureter with Coffey’s transfixion suture. A, Both ureters 
have been isolated. The incision of the bowel down to the 
submucosa has been made on the right and the transfixion 
suture has been placed ready to tie. B, Bilateral implan- 
tation of the intact ureters has been completed and the 
peritoneum has been closed on the right. C, Sectional view 
showing transfixion suture piercing rectal tube. D, Sec- 
tional view after the transfixion suture has sloughed out 
establishing a fistulous tract between the ureter and bowel. 
(After Higgins.) 


wall around the base of the severed ureter and a 
puncture wound is made into the lumen of the in- 
testine as closely as possible to the ureteral stump. 
The anastomosis is completed by inserting the 
end of the ureter into the lumen of the bowel and 
tying the purse string suture firmly. Nesbit per- 
formed this operation on 2 patients suffering from 
malignancy. Neither has been followed for a 
period sufficiently long for evaluation of the end- 
results. 
C. BY A TRANSFIXION SUTURE 

Higgins, in September, 1933, described a 
method which combines the transfixion suture of 
Coffey with the principle of the intact ureter 
(Fig. 34). In the first stage, an incision 6.5 cm. in 
length is made in the rectosigmoid down to the 
mucosa. The ureter having been placed in the 
trough, a transfixion suture of silk is placed first 
through the wall of the ureter, piercing its lumen, 
and then through the exposed submucosal-mu- 
cosal layer of the rectal wall and tightly tied. It 
may be anchored on a rectal tube or on a ring as 
proposed by Coffey. Higgins states that in order 
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to obviate the formation of a blind pouch when 
the ureter is severed at the second stage it is essen- 
tial to place the suture at the distal end of the 
incision. (Ferguson prevented this complication 
by destroying the mucosa of the ureter by ful- 
guration.) The muscular and serous layers are 
re-approximated over the ureter with interrupted 
silk sutures. Finally, the site of implantation is 
extraperitonealized with a flap of posterior parie- 
tal peritoneum. 

At the second operation, the ureters are iso- 
lated, divided, and ligated as closely as possible 
to their point of emergence from the distal angle 
of the incision and the end is buried in the wall 
of the bowel. 


D. BY HAIRPIN WIRES LOOPED OVER AND 
THROUGH THE URETER 

Brenizer, in 1935, developed a technique of 
submucosal implantation of the intact ureters by 
which a communication between the ureters and 
bowel could be established later without an addi- 
tional abdominal operation (Fig. 35). 

A rectal tube is inserted and a transperitoneal 
exposure made. Both ureters are isolated without 
division and the 2 longitudinal incisions are made 
in the rectosigmoid through the serosa and mus- 
cularis down to the submucosa as in all first- 
stage operations by the eleventh principle. Two 
lengths of tonsil wire, bent in the shape of long 
hairpins, are placed one just above the other. The 
longer is designated as the “loop,” and the 
shorter, as the “transfixion wire.” The right 
ureter is laid in its submucosal channel and an 
end of the loop wire is passed on each side of it 
through the submucosa and mucosa at the distal 
end of the incision into the open end of the rectal 
tube, in which the 2 ends of the wire are seized by 
an assistant who draws them on and out together 
until the loop engages the ureter. These are the 
longer “loop wires.” The end of another piece of 
wire is made to pierce the wall of the ureter just 
above the level of this loop wire and is passed a 
short distance up the lumen of the ureter and 
then out through the wall again. The 2 ends of 
this transfixion wire are passed through the sub- 
mucosal-mucosal layer into the open end of the 
rectal tube and are drawn out together by an 
assistant until the wire engages the wall of the 
ureter. 

The rectal tube is then removed and re-intro- 
duced alongside the 4 wires, and the same proce- 
dure is carried out upon the left ureter. The mus- 
cularis and serosa are closed over the ureters. 
The lower ends of the loop and transfixion wires 
of the right and left sides are bent by an assistant 
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Fig. 35. Eleventh principle. Hairpin wire method «/ 
Brenizer. A, Relationship of hairpin wires to ureter in its 
submucosal course. Wires passing through submucosa and 
mucosa and out rectal tube. B, Anastomosis completed 
Serosa and muscularis closed over ureters, hairpin wires in 
place on right, following removal on left. 


for identification and attached to slight elastic 
traction. 

After three days, with the aid of a proctoscope, 
a small rectal tube is passed over the 4 transfixion 
wires as insulation and the right and left wires are 
touched in succession with an electrocoagulation 
electrode to cause them to cut through, thus 
forming a short fistulous tract between the ureter 
and the bowel (first surgical principle). 

After twelve days, gentle traction is applied to 
the loop wires in an attempt to draw the ureter 
down so that, when cut, the ends of the ureter will 
project into the lumen of the bowel. To do this a 
weak electric current is passed through first the 
right loop and then the left loop so as to cut slowly 
through the ureters and rectal submucosa and 
mucosa, coagulating the contiguous tissues. The 
method was successful in one clinical case. 


E. INSERTION OF THE END OF THE URETER 
BY THE USE OF A BARB 
Palmer, in 1936,' experimenting on dogs, de- 
veloped a method whereby the end of the sub- 
mucosally implanted ureter is introduced asep- 


‘Personal communication. 
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Fig. 36. Ninth (and eleventh) principle. Submucosal 
implantation of ureter by method of Palmer with use of 
a barb. A, End of divided ureter attached to barb. Short 
end of catgut threaded up ureter as urine guide. B, Rectal 
tube in place, incisions made down to submucosa. Barbs 
with ureters attached piercing submucosa, mucosa, and 
rectal tube. C, Rectal tube withdrawn, bringing ends of 
ureters within bowel. Serosa and muscularis closed over 
submucosally implanted ureters. Note: This illustration 
shows the operation being performed with use of the ninth 
principle alone, a method which Palmer recommends, as 
well as with the intact ureter. The end of the ureter is 
treated in an identical manner in both operations. 


tically into the lumen of the bowel at a second- 
stage operation (Fig. 36). At the first stage the 
ureters are implanted submucosally as_ usual. 
About two weeks later the site of implantation is 
exposed and the distal portion of the ureter dis- 
sected free to about the mid-portion of its sub- 
mucosal course. It is divided about 5 cm. farther 
down. The end is then split for a distance of 
about 1 cm. and one corner of the divided end is 
ligated with a suture of No. 1 plain catgut. The 
short end of this suture is inserted up the ureter, 
as advised by Mayo, for a urine guide. The long 
end is threaded through a barb which is used to 
pierce the mucosa and submucosa of the bowel. 
There are right and left barbs, one for each ureter, 
which are made with longitudinal grooves along 


the side for reception of the ureter. The ureter 
having been pulled down snugly into the groove 
of the barb by traction made on the long end of 
catgut, the blunt end of the barb is grasped 
firmly with a needle carrier and the barbed sharp 
end thrust through the submucosa and mucosa of 
the bowel into the wall of a rectal tube which has 
been previously introduced through the anus. 
Upon withdrawal of the rectal tube, the barb 
catches in the rubber wall of the tube and is 
pulled into the lumen of the bowel, carrying the 
end of the ureter with it. The long end of catgut 
being kept taut, sutures are then placed through 
the serosa and muscularis of the bowel to close 
the site of implantation completely. The long 
end of catgut, traction on which has held the end 
of the ureter in the barb, is dropped, the excess is 
cut off, and as the rectal tube is withdrawn it 
disappears into the bowel. 

The identical procedure is carried out on the 
opposite ureter with the use of the other barb. 

Palmer recommends that the operation be per- 
formed also in 1 stage with use of the ninth prin- 
ciple alone. 

SUMMARY OF CASES 

Methods utilizing the principle of the intact 
ureter with a transfixion suture are of such recent 
origin that very few case reports are available. 
Higgins, in one of his reports in 1935, mentions 
knowing of 53 patients operated on by various 
surgeons according to his technique with only 4 
deaths. There are no available reports which will 
permit a statistical analysis of complications, 
causes of death, or late results. 

DISCUSSION 

As Ferguson originally pointed out, the sub- 
mucosal implantation of the intact ureter with 
postponement of urinary diversion to a second 
operation permits aseptic healing of the ureter in 
its new channel in the wall of the bowel. Cut sur- 
faces are not exposed to contamination with urine 
and feces. The advantages of the method are 
reduction of the danger of leakage at the site of 
anastomosis; elimination of the evils of obstruc- 
tion from the surgical edema during the period of 
healing; and lessening of the opportunity for the 
development of ascending urinary infection by 
the postponement of exposure of the lymphatics, 
blood vessels, tissue spaces, and lumen of the 
lower ureter to contamination until after the ini- 
tial wound has healed. Winsbury-White also 
suggests that the procedure more adequately pre- 
serves the vitality of the lower ureter at the site 
of implant, thus lessening the possibility of gan- 
grene which might arise from a poor blood supply 
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before a proper collateral circulation has begun 
to function. 

Urinary obstruction has followed the first stage 
of the operation because of constriction, stretch- 
ing, or too much slack, of the embedded portion 
of ureter, which may produce angulation. Oc- 
casionally at the second stage a ureter has been 
found torn loose from its channel in the bowel. 

Higgins’ procedure is an advance over Coffey’s 
original method with a transfixion suture in that 
there is no interruption of the urinary stream. 
However, because of the transfixion suture, it 
fails equally to preserve strict asepsis. More- 
over, with the early development of a fistulous 
tract there is more danger of infection and leak- 
age at the site of anastomosis than in methods 
permitting complete healing prior to the produc- 
tion of a fistula. 

Of the 5 methods devised for insertion of the 
end of the ureter into the lumen of the bowel at 
the second operation, Winsbury-White’s method 
is the most extensive procedure. Dissection down 
to the submucosal bed and the placing of an 
anchoring suture open a wide expanse of tissue 
spaces and cause more trauma than a more sim- 
ple insertion. There is greater opportunity, there- 
fore, for contamination, infection, and leakage. 
Palmer’s technique with a barb permits an asep- 
tic insertion. However, it is possible that, unless 
the barb is of sufficient diameter to provide a 
loose opening, the insertion by puncture may 
cause constriction of the ureter. In the technique 
of Brenizer a second abdominal operation is elimi- 
nated, but the highly technical steps of establish- 
ing an opening from ureter to bowel are poorly 
controlled and blindly executed and the perfora- 
tion of the intestinal wall by the wire hairpin at 
the first stage opens up routes for the spread of in- 
fection, as does any transfixion suture. 

Temporary urinary obstruction from edema of 
the newly made orifice may take place following 
the second stage. Such edema may be a sequel to 
coagulation or secondary to trauma incurred dur- 
ing the insertion of the end of the ureter into the 
bowel. Late urinary obstruction at the site of 
anastomosis, as has been noted in older methods, 
may arise after this method also, from cicatriza- 
tion of the fistulous tract or from inflammatory 
constriction of the implanted ureters. As already 
stated, a side opening or slit in the ureter is not 
likely to be so permanently patent and satisfac- 
tory as an end opening. 

The surgical principle of the intact ureter 
marks a distinct advance in theory, but its worth 
and place in uretero-intestinal implantation await 
the test of practice. Certainly its most useful 
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application will be in conjunction with one or 
more other principles. 


GENERAL SUMMARY 


A study has been made of the different methods 
used to implant the ureters into the intact intes- 
tinal tract and of the results obtained. 

More than 60 surgical techniques, many of 
which are modifications of an original principle, 
have been published by about 50 surgeons. Each 
proposal, no doubt, seemed to the surgeon at the 
time to be new and practical or to offer some par- 
ticular advantage over previous methods because 
of a new principle or the use of an old one in a 
new way. 

In this summary, we have disregarded the 1- 
stage operation, as opposed to operation done in 2 
stages (1 ureter at each operation), and the intra- 
peritoneal versus the extraperitoneal method of 
approach, either of which would duplicate the 
list of techniques. 

The various techniques can be classified as ele- 
mentary or compounded of 2 or more of 11 sur- 
gical principles for the establishment of a com- 
munication between the ureter and bowel. These 
principles, in the chronological order of their 
proposal, are: 

1. The formation of a fistulous tract. 

2. Direct (axial) implantation with or with- 
out exact apposition of mucosa to mucosa. 

3. The formation of a muscular channel from 
the wall of the intestine, the muscularizing prin- 
ciple. 

4. The preservation of the ureteral orifice (and 
its valve). 

5. Temporary diversion of the urine (always 
used in conjunction with one of the other prin- 
ciples). 

6. The formation of a valve from an internal! 
flap of the intestinal wall. 

7. The use of mechanical devices. 

8. Insertion into the tip of the appendix (a 
natural duct). 

g. The submucosal principle. 

10. Colostomy for temporary diversion of the 
fecal stream (always used in conjunction with an- 
other principle) or for purposes of inspection. 

11. The use of the intact ureter. 

The results in 740 patients subjected to uretero- 
intestinal implantations (unclassified) show an 
operative mortality of 30 per cent (229 deaths). 

Four hundred and ninety of the 740 patients 
had exstrophy, vesicovaginal fistula, or an in- 
curable vesical ulcer or infection, and 203 had can- 
cer (of the urethra, vagina, bladder, prostate, 
etc.). In the reports regarding the 47 others the 
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TABLE XI.—SURGICAL MORT: ALITY IN 740 CASES OF URETERO- INTE STIN: AL AN: ASTOMOSIS 
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diagnosis was not stated. In the first group the 
surgical mortality by all methods was 20 per cent; 
in the second, over 50 per cent. Many of the 
deaths of patients with malignancy followed the 
second stage of surgery for removal of the cancer 
(cystectomy, prostatectomy, etc.). 

Three surgical principles have been used widely, 
the others in relatively few cases. The muscu- 
larizing principle (third) has been applied in 136 
cases, with a surgical mortality of 27.9 per cent; 
the preservation of the ureteral orifices (fourth 
principle) in 243, with a surgical mortality of 27.6 
per cent; and the submucosal principle (ninth) in 
259, with a surgical mortality of 30.1 per cent. 

When the cases are separated into 2 groups— 
those of benign and those of malignant lesions— 
the surgical mortalities are found to have been 
respectively: 

Benign 


Mortality, 
per cent 


Submucosal......... 15.5 
Muscularizing 19.5 
y 27.6 


Malignant | 
Mortality, 
per cent 


48.2 


Principle Cases 


}@ de) 


44. 45.4 
Not applicable 


The common complications of uretero-intesti- 
nal implantations follow intestinal and urinary 
infections and obstructions. These may become 
serious immediately following the operation or 
may not be troublesome for months or years. 
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The reports are too incomplete for determina- 
tion of the late results achieved by the operations 
as a whole or of those achieved by any particular 
principle or technique. Occasionally ureters have 
been implanted successfully by each of the 11 
principles except the sixth and the tenth. 

Early complications were numerous although 
undoubtedly they were reported incompletely. 
Peritonitis occurred in 82 patients (22 of 136 
operated on by the muscularizing principle; 24 of 
178 operated on by the Maydl principle, and 22 
of 259 operated on by the submucosal principle). 
Intestinal obstruction occurred in 24 (in none 
operated upon by the Maydl principle, in 4 op- 
erated on by the muscularizing principle, in 18 
operated on by the submucosal principle, and in 
only 2 operated on by the other principles). These 
statistics are obviously unreliable except possibly 
those for the submucosal principle. 

Urinary and fecal fistulas or both occurred in 
72 of the 740 patients (5 operated on by the mus- 
cularizing principle, 17 operated on by the Maydl 
principle, and 20 operated on by the submucosal 
principle). 

Two hundred and twelve (28.6 per cent) of the 
740 patients had early renal infections (49 of 136 
operated on by the muscularizing principle, 43 of 
178 operated on by the Maydl principle, and 73 
of 259 operated on by the submucosal principle). 
Ureteral obstruction was reported as a complica- 
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tion in only 54 of the 740 patients (8 operated on 
by the muscularizing principle, 8 operated on by 
the Maydl principle, and 20 operated on by the 
submucosal principle). 


GENERAL DISCUSSION 


A study of the literature on uretero-intestinal 
implantation such as that just summarized leaves 
one with a feeling of disappointment at the lack 
of improvement with the advent of newer meth- 
ods and greater experience. It would seem that 
every surgical principle imaginable has been tried. 
Of the 11 principles listed, the submucosal prin- 
ciple has a distinct advantage in theory and has 
shown the best results in practice. Nearly all 
modern techniques make use of it either as the 
primary or secondary principle. Even the new- 
est methods which utilize the intact ureter (elev- 
enth principle) for asepsis are primarily sub- 
mucosal. The problem of the formation of an 
opening between the ureter and the bowel at the 
second stage of the operation by methods based 
on the eleventh principle has not been solved 
satisfactorily. The final test of a successful im- 
plantation is not only recovery from the opera- 
tion, but survival with normal ureters and kid- 
neys. A lateral opening is unsatisfactory because 
of its tendency to constrict and produce obstruc- 
tion. In practice, the advantage gained by heal- 
ing of the ureter in its intestinal channel under 
conditions of asepsis is offset by the difficulties of 
establishing a full opening afterward. Simpler 
1-stage methods which give an orifice at the end 
of the ureter may prove superior. 

In addition to these elementary principles of 
surgery representing the 11 major differences in 
technique, several conditions must be recognized 
as common to all techniques, no matter how ele- 
mentary or compound. These are the basic prin- 
ciples of intestinal and ureteral surgery and must 
be fulfilled by any method. What produces local- 
ized necrosis of the intestine or perforation and 
tearing out of sutures, the common causes of 
postoperative leakage and peritonitis? What 
produces the constriction which leads to intesti- 
nal obstruction? Why is anemic infarction, ex- 
tensive necrosis, diffuse ureteritis, or marked dila- 
tation of the ureter found at necropsy? Too often 
the answer is—failure to follow the simple well- 
known rules of intestinal and ureteral surgery. 
The only layers which are safe for suturing are 
the submucosal layer of the bowel and the ad- 
ventitia of the ureter. Sutures cannot penetrate 
the lumen of either without danger. Their blood 
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supply cannot be disturbed to any great extent. 
Neither of them can be unduly traumatized, 
twisted, or displaced. These are some of the basic 
principles that must be followed. 

The marked difference between the risk of 
implantation for exstrophy (less than 15 per cent) 
and for cancer (almost 50 per cent) arises partly 
from differences in the age period but mostly 
from the added risk of the surgery for the malig- 
nant condition. Statistics show, also, that im- 
plantations in 2 stages (1 ureter at each), as 
done for most exstrophies, are safer than simul- 
taneous bilateral implantations. The latter is the 
usual method used in malignancies because of 
the necessity for a second operation to remove the 
cancer. Perfection of the principle of the intact 
ureter to a 1-stage operation, or the development 
of any safe procedure in 1 stage will lower the 
mortality of cystectomy for malignancy. Until 
such a procedure is developed, the implantation 
of the second ureter at the time of cystectomy is 
the safest plan. 

The theoretical advantage of extraperitoneal 
operations has not proved to be practical. Peri- 
tonitis results from leakage after the operation 
and not from contamination at the time of opera- 
tion. When sutures are placed properly leakage 
does not occur. The little protection against it 
gained by extraperitoneal exposure is more than 
offset by the increased difficulty of implanting 
the ureter untwisted, unkinked, and unobstructed. 

Finally, it appears from this study that the 
problem remains unsolved. In making this ad- 
mission, one must recognize that the problem in- 
volved is not solely one of surgical technique. 
There is the unknown, indeterminate, but ever- 
present factor of urinary sepsis. Susceptibility to 
infection varies with individuals as does the con- 
junction at operation of accessory and other fac- 
tors which favor it. Often varying degrees of 
pyelonephritis and infected hydronephrosis are 
already present, and experience shows that such 
conditions are rather favorable than otherwise 
when they have led to a well-established immu- 
nity. Whether the tract above is clean or not, 
there is the chance that an acute infection will 
ascend from the bowel to the kidneys as soon as 
a communication is established. The surgeon 
who knows the individualistic, technical, and bac- 
teriological factors of success and failure is in a 
position to reduce the uncertainty of the opera- 
tion to the minimum. The success of the future 
may lie along lines of immunity as much as those 
of technique. 
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Axhausen, Gc. and Hammer, H.: Tumors of the 
Jaws (Die Geschwuelste der Kieferknochen). 
Zentralbl. f. Chir., 1936, pp. 1124, 1174. 


This article is a discussion of tumors of the jaws 
in the light of the findings of the most recent inves- 
tigations. 


NON-SPECIFIC GRANULATION TUMORS 


In contrast to the proliferations of wound granu- 
lomas (granulation hyperplasias), which are due to 
mild disturbances of the self regulation of the 
organism in wound healing, in granulation tumors 
this self regulation is entirely lacking. In the latter, 
cell division has assumed a form which is regarded 
as a sign of true tumor formation: an uncontrolled 
cell division, recurrence. Such tumors are especially 
frequent in the jaws. When the tissue character of 
the initial granulation is preserved, the neoplasm is 
the rare pure granulation tumor, the granuloma 
simplex. 

More frequently there are tissue changes. When 
the predominant tendency is toward the formation 
of collagenous connective, the tumor is a fibrous 
granulation tumor, the fibrogranuloma. When the 
change involves the vascular system with the forma- 


tion of predominant endothelial tubes and giant 
cells (the intermediate stage of vessel formation), 
the tumor is a giant-cell tumor, the granuloma 


gigantocellulare. Less frequently the change in- 
volves the mesenchymal basal cells. When this 
occurs the neoplasm is a sarcoma-like granuloma, 
the granuloma sarcomatodes. 

The site of these various types of non-specific 
granulation tumors may be at the periphery of the 
jaw (epulis) or central. On this fact is based the 
following schema: 

1. Granulation tumors with unchanged tissue 
structure: (a) epulis granulomatosa, (2) central 
granuloma. 

2. Granulation tumors with connective tissue 
maturation and a fibrous tissue structure: (a) epulis 
fibrosa, (b) central fibrogranuloma. 

3. Granulation tumors with predominant pro- 
liferation of the blood vessels and the formation of 
incomplete vascular buddings (giant cells): (a) 
epulis gigantocellulare; (b) central giant-cell tumor. 

4. Granulation tumors with predominant pro- 
liferation of the mesenchymal basal cells: (a) epulis 
sarcomatodes, (b) central granuloma sarcomatodes. 

The authors describe the clinical characteristics 
of these tumors in detail. They emphasize that the 
spread of the central giant-cell granuloma does not 
follow the laws of truly benign tumors. They call 
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attention to the fact that the epulis sarcomatodes 
may be easily confused with carcinoma of the 
mucous membrane of the alveolar process, and to 
the clinical similarity of the central granuloma 
sarcomatodes to true sarcoma (quick growth, 
complete bone destruction). 

In the treatment, irradiation is the method of 
choice for the pure and the sarcoma-like granulomas. 
In cases of fibrogranuloma and giant-cell granu 
lomas irradiation is useless and operation is indi- 
cated. Radical operation is especially necessary 
for central tumors of these types. In the treatment 
of all types of such tumors, cooperation of the 
dentist is essential. 


TRUE TUMORS 


1. Tumors of the supporting tissue. Fibromas 
are more frequent than osteofibromas or calcified 
fibromas. The occurrence of true central fibromas 
has now been proved. These develop in the middle 
portion of the ramus of the lower jaw and always 
grow toward the face. 

In discussing osteomas, the authors take up in 
special detail the differentiation of these tumors 
from the osteodystrophia fibrosa of Paget. To the 
few myxomas which have been recorded they add a 
tumor of this type which came under their own 
observation. True chondromas arising from rests 
of Meckel’s cartilage are also uncommon. They 
must be differentiated from the very malignant 
“false chondrosarcoma.” ‘The old classification of 
true sarcomas into the peripheral (periosteal and 
central) and myelogenous forms should be aban- 
doned. In support of this opinion the authors cite 
Hellner who distinguishes the following 3 forms: (1) 
osteogenic sarcoma, arising from  bone-forming 
germinal tissue and forming intercellular substance; 
(2) Ewing’s sarcoma, which forms no intercellular 
substance and presents the picture of the undiffer- 
entiated alveolar sarcoma; and (3) still unclassified 
sarcomas (very rare). 

The authors describe the clinical characteristics 
of these tumors and report a case of chromato- 
phoroma (melanosarcoma). 

2. Ectodermal tumors. The authors report a case 
of epithelial cyst of the jaw of a rare type for which 
they suggest the term “epidermoid” or ‘‘dermoid”’ 
cyst and which is to be regarded as the basis of the 
very rare cholesteatoma of the jaw. They reject 
the theory that the origin of this tumor is an in- 
flammation or a primary dental cyst. 

They discuss carcinoma. Carcinoma is very 
seldom primary in the jaw (Orth, Partsch, the 
authors). As a rule it involves the jaw secondarily 
from the covering mucous membrane. 
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The authors discuss the treatment indicated for 
the true tumors. It is radical operation with post- 
operative irradiation. The cooperation of the 
dentist and prosthetic work are necessary before 
and after the operation. In resection of the upper 
jaw continuation of the incision at the margin of 
the nose along the lower edge of the orbit is un- 
necessary and is to be rejected because it endangers 
the cosmetic result. The authors describe a special 
operative technique, an enlarged radical operation, 
on the lower jaw. 


TUMORS ARISING FROM THE VASCULAR SYSTEM 


1. Radicular cysts. Radicular cysts arise on the 
basis of a chronic inflammation, pulp necrosis and 
destruction. “In the absence of teeth with dead 
pulp there will be no radicular cyst.” In contrast 
to previous theories regarding the origin of the 
cavities lined with epithelium, only one type of 
development has been demonstrated. ‘“‘These 
cavities are formed from preformed cavities of the 
granulation tissue, from small chronic abscesses’”’ 
(Grawitz, Weski, Hammer). 

Differentiation of large cysts of the nasopalatine 
duct is necessary. 

2. Follicular cysts. The classical theory of the 
origin of follicular cysts (cystic degeneration of the 
tooth germ) is still regarded as correct for those in 
which the tooth crown protrudes naked into the 
cyst cavity. For those in which the cyst capsule 
covers the penetrating tooth crown the etiological 
theory of Bloch-Joergensen and others, that such 
cysts are radicular milk tooth cysts, is recognized. 

The treatment of choice for large cysts is removal 
of the entire anterior wall of the cyst followed by 
tamponade and, in the upper jaw, possibly wide 
opening to the nose. 

3. Adamantinomas. Adamantinomas occur in 
cystic and (more rarely) solid forms. The authors 
describe their histological and clinical characteristics 
in detail. They emphasize that, like the growth of 
the central giant-cell tumors, the growth of these 
neoplasms is not absolutely benign. They describe 
in detail the histological differentiation of adamanti- 
nomas from simple cysts (biopsy), which is of im- 
portance from the point of view of treatment. In 
many cases radical operation is necessary. 

4. Odontomas. Odontomas are tumors forming 
a hard substance which arise from both parts of the 
tooth anlage. There are partial, or dependent, and 
independent forms. Among these are distinguished 
soft (adamantinoma-like) and hard odontomas. The 
simple forms of the latter are “tumorous changed 
tooth anlagen.”’ The mixed forms are made up of 
various hard substances. 

(WELCKER). Roperr H. Ivy, M.D. 
Major, S. G.: Giant-Cell Tumors of the Jaws. 
Ann. Surg., 1936, 104: 1068. 
After presenting a detailed discussion of the 


etiology, pathology, diagnosis, and treatment of 
benign giant-cell tumors, in which he cites the 
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opinions of numerous writers on these subjects, 
Major reports 3 cases of involvement of the jaw 
bones by such tumors which came under his obser- 
vation. His conclusions are as follows: 

1. No adequate explanation for the histogenesis 
of giant-cell tumors has been given. 

2. Certainly some, and probably all, of the 
growths are neoplastic. 

3. Ina large percentage of cases the lesion should 
be diagnosed from clinical and roentgen data. In 
doubtful cases it should be considered in the differ- 
ential diagnosis. 

4. A biopsy specimen should always be taken, 
preferably with the high-frequency current, prior 
to the removal of such a neoplasm. The tumor 
should be treated conservatively by curettage 
followed by either chemical or thermal (high- 
frequency) cauterization of the tumor area. 

5. For cases of suspected giant-cell tumors 
roentgen irradiation should not be advocated to 
the exclusion of surgery since in some cases the 
condition cannot be definitely differentiated from 
malignancy.. The patient should receive the benefit 
of biopsy, and if malignancy is found the involved 
jaw should be resected. If roentgen therapy alone 
is used, a certain percentage of patients with 
doubtful tumors will succumb to malignancy which 
surgery could have averted. 

6. Postoperative roentgen irradiation should be 
advocated for all cases. Rosert H. Ivy, M.D. 


EYE 


Bruck, A. J.: Deposits of Fat in Trachomatous 
Pannus. Arch. Ophth., 1936, 16: 950. 


The author describes a type of central corneal 
opacity occurring as a complication of trachomatous 
pannus, which was first mentioned by Fuchs. The 
lesions begin slightly below the center of the cornea 
in the form of small discrete spots beneath Bow- 
man’s membrane. The spots increase in number 
and invade the deeper layers of the cornea without 
becoming confluent. Histological studies have 
shown the granules to be composed of fat and hya- 
line material. 

Several cases in which a corneal transplant was 
suceessfully done for this condition are reported in 
detail. SaMuEL A. Durr, M.D. 


Martin, H. E., and Reese, A. B.: The Treatment of 
Retinal Gliomas by the Fractionated or Di- 
vided Dose Principle of Roentgen Radiation: A 
Preliminary Report. Arch. Ophth., 1936, 16: 733. 


After reviewing in considerable detail previously 
reported cases of glioma in which irradiation was 
used, the authors describe their technique of irradiat- 
ing from several points in order to cross-fire the 
growth. They then report 6 cases of retinal glioma 
in which their technique was employed. In each of 
the latter the treatment extended over several 
months. Three of the patients—2 of which have 
been under observation for three years—are now 
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free from disease and have vision ranging from 
20/20 to 10/25. Of the 3 others, 1 has had a recur- 
rence and 2 have glaucoma which is now being 
treated. SamuEt A. Durr, M.D. 


EAR 


Luescher, E.: Otomicroscopy in the Living. J. 
Laryngol. & Otol., 1936, 51: 779. 


The author states that by strong magnification a 
clearer and more characteristic picture is obtained 
than by ordinary otoscopy. What for the ordinary 
lens is at the limit of visibility attains considerable 
size and becomes quite unmistakable. The control 
of the ordinary otoscopic pictures with the ear micro- 
scope shows that deceptions are not so rare as is 
generally believed. In some cases only a strong 
magnification will prevent important diagnostic 
mistakes. Moreover, the ear microscope brings to 
attention a good many details which cannot be 
seen by ordinary otoscopy and are known, if at all, 
only from studies of histological preparations. In 
spite of the fact that otomicroscopy is still in the 
early stages of its development, considerable progress 
has been made in its use and it has already proved of 
aid in the solution of many difficult problems of 
differential diagnosis. James C. Braswetr, M.D. 


NOSE AND SINUSES 


Faltin, R.: A Typical Procedure for Reconstruction 
of the Tip of the Nose, the Septum, and the 
Medial Part of the Ala Nasi (Ein typische Ver- 
fahren zum Ersatz der Nasenspitze, des Septums und 
der medialen Teile der Nasenfluegel). Acta chirurg. 
Scand., 1936, 78: 492. 


The author has often observed a typical deformity 
after lupus of the nose. The tip of the nose, the 
medial parts of the ala, and the septum are missing, 
the nostrils are more or less stenosed, and the remain- 
ing portions of the ale are drawn up by the 
cicatrices. He describes a procedure which he has 
developed for the treatment of such deformities. In 
this method a transverse incision is made first to 
permit drawing down the remains of the ale with 
their borders so that they may be used in the con- 
struction of the new nose, these structures being 
impossible or very difficult to imitate in a satisfac- 
tory manner by other means. Additional tissue for 
the rhinoplasty is obtained in the form of a tubed 
pedicle flap from the neck or the arm. The nose is 
given its permanent shape by several small opera- 
tions: excision of superfluous subcutaneous fat, the 
introduction of moulding mattress sutures, and the 
implantation of small pieces of cartilage for the tip 
of the nose and the septum. It is often of advan- 
tage, as an intermediate step, to suture the pedicle 
of the flap at the border of the lower jaw to insure 
good circulation while the moulding operations are 
being done. 

The use of a tubed pedicle is of advantage as the 
patient is thereby spared the presence near his face 
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of disagreeable suppurating surfaces, and the cylin- 
drical form of the flap lends itself very well to the 
reconstruction of the new nose. 

The author reports 3 cases in which the described 
method was used. Rosert H. Ivy, M.D. 


MOUTH 


Bercher, J., Codvelle, F., and Ruppe, C.: Adaman- 
tinomas (Les adamantinomes). Presse méd., 
Par., 1936, No. 92: 1809. 

The authors divide adamantinomas into 2 types: 
(1) the adamantine epithelioma of unlimited growth, 
which is the tumor generally called adamantinoma, 
and (2) the adamantinoma of limited growth, 
which is characterized by the presence of calcified 
masses of tooth structure and is generally regarded 
as an odontoma. 

The tumor of the first type is usually a polycystic 
neoplasm and occurs as a rule in the region of the 
angle of the mandible. It grows slowly and pro 
gressively, without pain, and may acquire a con- 
siderable size. It is not accompanied by enlarge- 
ment of the lymph nodes, and it does not metas 
tasize. On the other hand, it shows:a remarkable 
propensity to recur locally. Malignant degeneration 
is rare. 

The authors present a detailed discussion of the 
pathological anatomy, clinical signs, and roentgen 
appearance of the various forms. 

Rosert H. Ivy, M.D. 


PHARYNX 


Richards, L.: Retropharyngeal Abscess. New Eng- 
land J. Med., 1936, 215: 1120. 

Richards calls attention to the fact that retro- 
pharyngeal abscess, though commonly regarded as 
without much special surgical risk, has an average 
mortality of 7.4 per cent. 

Only constant consideration of retropharyngeal 
abscess as the possible cause of a wide range of 
symptoms will prevent diagnostic error. 

Careful digital palpation of the pharyngeal wall 
is preferable to the use of a tongue depressor or 
mouth gag. 

Pharyngeal incision without anesthesia and with 
the patient in the prone position will suffice to 
secure drainage in almost all cases. 

Sudden severe hemorrhage must be controlled at 
once by carotid ligation. 

James C. BRASWELL, M.D. 


Juul, J., and Strandberg, O.: Roentgen Treatment 
of Carcinoma of the Hypopharynx (Roentgen- 
behandlung der Hypopharynxcarcinome). Sfrah- 
lentherapie, 1936, 56: 259. 

Of 32 patients with carcinoma of the hypopharynx 
who were treated by roentgen irradiation, 14 have 
remained free from symptoms; 5 developed a recur- 
rence after from six to twelve months; 1o showed 
improvement for several months; and 3 showed no 
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improvement whatever. Altegether 49 patients were 
treated, but 4 were not subjected to irradiation as 
their condition was hopeless, and 13 did not receive 
adequate irradiation treatment. 

It appears that there are cases in which irradiation 
cures the condition easily and others in which it is 
seldom successful. The results are better in cases of 
cauliflower-like tumors not infiltrating the surround- 
ing structures than in those of less prominent tumors 
with an infiltrating growth. The glands do not ap- 
pear to influence the prognosis. Glands which have 
not been treated surgically are affected by irradia- 
tion more favorably than glands upon which an 
operation has been performed. 

In the reviewed cases the treatment consisted of 
prolonged roentgen irradiation with fractionated 
doses. The factors were: a voltage of from 165 to 
180 kv., a current of from 2 to 4 ma., a copper and tin 
filter (Thoraeus), a half-value layer of copper of 
1.5 mm., a skin-focus distance of from 50 to 70 cm., 
an intensity of from 2.5 to 5 r per minute, and a 
field measuring 48 to 150 sq. cm. Two treatments 
were given each day. The treatment extended over a 
period from six to eight weeks, and the total dosage 
was approximately 7,000 r. An exudative skin re- 
action occurred very seldom. The majority of the 
patients had a confluent epithelitis. Histologically, 
most of the tumors were squamous-cell carcinomas 
of the mucous-membrane type. 

The treatment should be directed toward the pro- 
duction of a mild, confluent epithelitis or a reaction 
just bordering on that condition. Intensive treat- 
ment extending over a period of from three to four 
weeks, causing a marked skin and mucous-mem- 
brane reaction, should be employed only in very ex- 
ceptional cases. 

(VorScHUETZ). WrtAM C. Beck, M.D. 


NECK 


Lahey, F. H.: Stage Operations in Severe Hyper- 
thyroidism. Ann. Surg., 1936, 104: 961. 


From his experience in 14,600 operations for goiter 
the author concludes that in cases of severe hyper- 
thyroidism the mortality is lowered when subtotal 
thyroidectomy is performed in stages. 

The administration of iodine in the form of Lugol’s 
solution is of great aid in the pre-operative prepara- 
tion of the patient, provided it is not continued too 
long before the operation and is not used as a sub- 
stitute for preliminary pole ligation. 

Lahey is of the opinion that the lowness of the 
mortality in cases of primary hyperthyroidism 
treated at his clinic is definitely related to the use of 
graded operations for patients who are seriously ill. 
The mortality of operations performed in stages was 
0.48 per cent in cases of primary hyperthyroidism 
and 1.55 per cent in cases of secondary hyperthy- 
roidism. 

Some of the postoperative deaths of patients with 
hyperthyroidism are due to cardiac, pulmonary, or 
operative complications, and some to serious thy- 
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roid reactions. Without doubt, the occurrence of 
serious thyroid reactions is definitely influenced by 
multiple stage operations. 

Of the direct signs indicating severity of the in- 
toxication, tachycardia is the most definite and 
dependable, weight loss only slightly less depend- 
able, and the basal metabolism least dependable. 
Valuable indirect evidence of the degree of the 
intoxication is the effect of iodine medication. 

It is important to make a notation of the severity 
of the disease when the patient is first seen. Careful 
records of one’s impression of the disease when the 
patient is at his worst are of great value in deciding 
whether to perform a single-stage or a multiple- 
stage operation. Severe postoperative reactions 
occur more frequently when the patient has suffered 
considerable liver damage because of long duration 
of the illness. When there is a slight weight loss or 
no weight gain, the decision should be in favor of a 
multiple-stage operation, as also in the cases of pa- 
tients with recent vomiting, diarrhea, or any of the 
signs of a thyroid crisis. 

Sometimes the decision as to whether only one- 
half of the operation should be performed must be 
left until one-half of the operation has been com- 
pleted. Factors in favor of a multiple-stage opera- 
tion when there is doubt under such circumstances 
are a progressively rising pulse rate, an increasingly 
widening pulse pressure, a high demand for deep 
anesthesia or an unusually high percentage of oxy- 
gen, and technical difficulties. 

Studies of the blood have demonstrated that a 
very low pre-operative content of cholesterol and 


iodine in the blood of patients with definite hyper- 
thyroidism is an indication that the condition is 


severe. FrepD S. Mopern, M.D. 

McClure, R. D.: Hypoparathyroidism Following 
Operation for Hyperparathyroidism Due to 
Adenoma Tolerance for Parathyroid Extract. 
Arch. Surg., 1936, 33: 808. 


The first fatal case of hypoparathyroidism follow- 
ing operation for parathyroid adenoma was reported 
by Wilder. McClure reports another. His patient 
was a woman fifty-one years old whose illness began 
six years before her admission to the hospital when, 
following a fall on the right arm, she developed, just 
below the right elbow, a hard painless enlargement 
which had persisted. Two and a half years before 
her admission she fractured the shaft of the right 
femur and the site of the fracture had remained 
sore. 

X-ray examination showed moderate to marked 
osteoporosis in the skull, left femur, pelvis, left 
humerus, right forearm, and mandible, and cyst- 
like areas in the mandible, right ulna, and left 
femur. The calcium content of the blood was 12.2 
mgm., and the phosphorus content 1.8 mgm., per 
100 c.cm. There were 10.72 Bodansky units of 
phosphatase. 

Operation disclosed a parathyroid adenoma 2 cm, 
in diameter in the lower pole of the right lobe of the 
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thyroid. It was partly cystic. Four days after the 
operation tetany developed. Calcium gluconate 
controlled the tetany, and under treatment with 
calcium, viosterol, and parathyroid extract there 
was rapid improvement. 

Seventeen days after her discharge from the 
hospital the patient returned because of nausea and 
nervousness. These symptoms were relieved by cal- 
cium gluconate. Studies of the blood showed 7.2 
mgm. of calcium and 2.86 mgm. of phosphorus 
per 100 c.cm., and 4.18 units of phosphatase. 

Two months later the patient re-entered the 
hospital because of persistent vomiting. The blood 
calcium was 5 mgm. and the serum phosphorus 
5.27 mgm. per 100 c.cm. There were 8.73 units of 
phosphatase. Parathyroid extract resulted in only 
temporary improvement, and parathyroid trans- 
plants were ineffective. Circulatory weakness and 
edema supervened and were uninfluenced by 
digitalis or thyroid extract. Death followed about 
four months after the operation. 

The author states that death was due apparently 
to the patient’s gradual failure to respond to para- 
thyroid extract. It is difficult to say whether this 
failure was due to antihormones. In dogs, para- 
thyroid extract is ineffective in the absence of 
Vitamin D. Death might have been prevented if 
the parathyroid adenoma had not been removed 
completely or if the operation had been done in 2 
stages as suggested by Churchill. 

FRED S. MopERN, M.D. 


Jackson, C. L.: The Value of Roentgenography of 
the Neck, with Special Reference to Its Use in 
the Diagnosis and Treatment of Laryngeal 
and Tracheal Obstruction. Ann. Otol., Rhinol. & 
Laryngol., 1936, 45: 951. 

A short historical review of the literature relating 
to roentgen examination in the diagnosis of lesions of 
the neck serves as an introduction to the author’s 
discussion of the value of roentgenography as an aid 
in the diagnosis of obstructive diseases of the larynx 
and trachea and in a study of the size, shape, and 
position of tracheotomy tubes and laryngostomy 
apparatus. Consideration is given to foreign bodies, 
retropharyngeal abscess, disease of the hypopharynx 
and cervical esophagus, laryngeal edema, inflamma- 
tory stenosis of the larynx and trachea, tuberculosis 
and syphilis, scleroma, compressive stenosis of the 


trachea, benign growths, carcinoma, laryngography, 
tracheotomy tubes, and laryngoscopy apparatus. 
Brief reference is made to illustrative cases, and nu- 
merous roentgenograms with detailed legends are 
presented. The following conclusions are drawn: 

1. Bones in the cervical esophagus can be visual- 
ized in the great majority of cases, but care must be 
exercised not to mistake isolated bits of ossification 
in the laryngeal cartilages fora foreign body, and vice 
versa. While bones generally lodge at a slightly 
lower level, not infrequently they are found just 
behind the cricoid. 

2. Foreign bodies in the larynx lie in the sagittal 
plane; those in the esophagus, in the coronal plane. 
If this fact is borne in mind, localization of the foreign 
body will generally be possible, but a lateral roent- 
genogram should be made in every case. The lateral 
view will show a foreign body in the esophagus lying 
posterior to the trachea and a foreign body in the 
larynx or trachea lying anteriorly. 

3. Retropharyngeal abscess is manifested early by 
a widening of the retropharyngeal space. This can 
be seen in a lateral roentgenogram, and the course of 
its development can be followed by serial roentgen 
studies. 

4. The extent and degree of edema and other 
manifestations of inflammation may be studied by 
the roentgenologist. Syphilitic and tuberculous le- 
sions of the larynx will generally be shown by roent- 
gen study, but their differential diagnosis cannot be 
made by roentgen examination alone. Roentgen 
study is especially helpful in cases in which there is 
stenosis. 

5. Benign growths of the vocal cords are mani- 
fested almost always by rounded shadows projecting 
into the lumen of the ventricle of the larynx, the 
vestibule, or the subglottic airway. It is chiefly in 
cases of the larger growths that diagnostic roentgen 
study is of practical value; in such cases it is indis- 
pensable. 

6. Carcinoma may be studied throughout its 
course by roentgen examination. As Coutard has 
shown, roentgenographic study is helpful in the 
choice of the method of treatment and of value in 
recording the effect of treatment. 

7. One of the most important uses of roentgenog- 
raphy of the neck is determination of the proper 
position, size, and shape of tracheotomy tubes and 
laryngostomy apparatus. ApoLpH Hartunc, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Charrier, A., and Ferradou, M.: Metastatic Ab- 
scesses of the Cerebrum and Cerebellum in the 
Course of Bronchopulmonary Suppurations 
(Sur les abcés métastatiques du cerveau et du 
cervelet au cours des suppurations broncho-pul- 
monaires). Rev. de chir., Par., 1936, 55: 642. 


Charrier and Ferradou present a tabulation of 51 
cases of metastatic cerebral and cerebellar abscesses 
secondary to bronchopulmonary suppurations, in- 
cluding 3 cases observed in their own clinic. From 
a review of these cases and of others reported in the 
literature they conclude that bronchiectasis is the 
most frequent cause of such abscesses. Of their 51 
tabulated cases, the primary condition was bronchi- 
ectasis in 19, purulent pleurisy in 14, and lung 
abscess in 12. Of the total 280 collected cases 
reviewed (including the 51 tabulated), the primary 
condition was bronchiectasis in 133, purulent 
pleurisy in 55, and abscess of the lung in 30. 

In 30 of the 51 tabulated cases there was only 1 
metastatic abscess. In 21, multiple abscesses were 
found. Of the 30 single abscesses, 3 were in the 
cerebellum. Of the cerebral abscesses, 11 were in 
the left and 16 in the right hemisphere. In cases 
collected by others a single cerebral abscess was 
found most frequently on the left side of the brain. 
The frontal and frontoparietal lobes are involved 
most often. In the cerebral or cerebellar abscess the 
pus is more or less fluid and frequently fetid. Bac- 
teria are present chiefly in the peripheral zone of the 
abscess. When the bacteria from both the metastatic 
abscess and the pulmonary focus were cultured, they 
were found to be the same. 

The metastatic abscess is produced undoubtedly 
by a septic embolus, which may reach the brain 
directly through the pulmonary veins, the left side 
of the heart, the carotid system, and the cerebral 
circulation, or may be the result of a septicemia 
causing endarteritis and arterial thrombosis and 
embolism. Some investigators are of the opinion 
that the infection reaches the brain by the venous 
rather than the arterial route. 

The symptoms of metastatic abscess of the brain 
of this type are essentially the same as those of 
cerebral abscess of other types. There is usually 
first a stage characterized by slight headache and 
mental confusion. This may be followed by the 
sudden onset of hemiplegia suggesting cerebral 
hemorrhage. However, if hemiplegia occurs, it is 
usually gradually progressive. In some cases the 
symptoms may resemble those of meningitis (6 of 
the cases tabulated by the authors). In others they 
consist of gradually increasing headache and mental 
confusion with sometimes vomiting and ultimate 
coma (21 of the author’s collected cases). 


NERVOUS SYSTEM 


Headache is one of the essential symptoms of 
brain abscess and indicates increased intracranial 
pressure. Other symptoms and signs due to intra- 
cranial hypertension are the mental symptoms 
(which sometimes include delirium), vomiting, 
slowing of the pulse (observed in several of the 
authors’ collected cases), paralysis of the oculomotor 
nerves (rare), and choked disk. Choked disk is an 
important sign, but by no means constant. In the 
cases collected by the authors, ophthalmoscopic 
examination was rarely reported. An increase in the 
pressure of the cerebrospinal fluid obtained by 
lumbar puncture was rare. While a rise in the 
temperature is unusual in other types of brain ab- 
scess, the authors find fever to be the rule in their 
cases of metastatic brain abscess. In 20 of their 
collected cases in which the cerebrospinal fluid was 
examined it was always sterile. In 17 examinations 
it was found clear. In 10 cases there was a definite 
lymphocytosis, and in 5 a polynucleosis. The al- 
bumin was usually increased. In only 6 of the 51 
cases collected by the authors was the neurological 
examination entirely negative. There was some 
motor disturbance—hemiplegia or monoplegia— 
but sensory disturbances were rare. However, the 
authors find that these signs do not always reveal 
the exact localization of the abscess or show whether 
the lesions are multiple or single. There may be a 
secondary abscess or an extension of the lesion to a 
“silent area” of the brain. While the diagnosis of 
metastatic abscess of the brain is difficult, the possi- 
bility of this complication should be kept in mind 
in the treatment of pulmonary and pleural infec- 
tions, and especially chronic bronchiectasis. 

The prognosis of metastatic abscess of the brain 
of this type is poor. Of the authors’ 51 collected 
cases, a trephine operation with drainage of the 
abscess was followed by recovery in only 3. How- 
ever, the 3 recoveries appear to justify operation 
when the diagnosis can be made definitely and the 
localization of the abscess can be determined fairly 
well by careful interpretation of the neurological 
signs. 

The authors report in detail 1 of the 3 cases 
treated at their clinic at Bordeaux. The 2 others 
included in the table were reported previously by 
Charrier. ALIcE M. MEvyErs. 


Sosman, M. C.: The Reliability of the Roentgeno- 
graphic Signs of Intracranial Tumor. Am. J. 
Roentgenol., 1936, 36: 737. 

At the Peter Bent Brigham Hospital, Boston, 
1,219 roentgen examinations were made of 930 
patients referred during the last year of Cushing’s 
service. The roentgenographic interpretation was 
made independently before the roentgen findings 
were correlated with the history and the findings of 
physical examination. 
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Roentgenographic findings indicative of an intra- 
cranial tumor are of 3 types: (1) general or non- 
specific signs, such as evidence of increased intra- 
cranial pressure causing increased convolutional 
markings, separation of the sutures, and atrophy of 
the sella or the sphenoid wings; (2) localizing signs, 
such as localized thinning of the vault or base, in- 
creased vascularity in one area, or displacement of 
the pineal gland; and (3) signs localizing and iden- 
tifying the type of tumor, such as expansion of the 
sella due to a pituitary adenoma or the characteris- 
tic bony spicules, increased vascularity, and changes 
in the bone overlying a meningioma. 

A statistical summary shows that the diagnosis 
of the presence and location of an intracranial tumor 
was made more accurately by roentgenography, 
exclusive of encephalography and ventriculography, 
than by the clinical methods used on the medical 
service. The neurosurgical service had a higher per- 
centage of accurate diagnoses than was obtainable 
by roentgenography alone, but had also the advan- 
tage of the roentgen examination. Differences of 
opinion and conflicting evidence were discussed at 
conferences in order to obtain the best interpreta- 
tion. By roentgenography alone, the location of 
the tumor was diagnosed in almost one-half of the 
cases and the histological type was diagnosed in 
one-quarter. In only 4 per cent of the cases was a 
false diagnosis of tumor made. In 49 per cent of the 
cases of verified tumor there were no indications of 
the presence of a neoplasm in the roentgenograms. 

A statistical table shows the variations in the 
accuracy of diagnosis according to the type or loca- 
tion of the tumor. Of the verified pituitary ade- 
nomas, 91 per cent were diagnosed by x-ray examin- 
ation, and of the verified meningiomas, 67 per cent 
were localized. Of the verified acoustic neurinomas, 
53 per cent showed positive findings. The roent- 
genograms were positive in 45 per cent of the cases 
of cerebellar tumor. Of the gliomas, 46 per cent 
showed signs of localization or calcification. 

Ventriculography was used 116 times. In 62 
cases a verified tumor was found, and in 95 per cent 
of these the tumor was located correctly. 

If ventriculography is used in addition to roent- 
genography, practically all intracranial tumors 
large enough to cause symptoms can be located. 
The exceptions will be some of the subtentorial 
tumors, small tumors in or around the optic nerve 
or chiasm, and small pituitary adenomas. In cases 
of pituitary adenoma ventriculography is not ad- 
visable. Epwarp S. Pratt, M.D. 


Benedek, L., and Huettl, T.: The Importance of 
Cerebral Stereo-Angiography in Connection 
with Operative Treatment of Cerebral Heman- 
gioma (Ueber die Bedeutung der cerebralen Stereo- 
angiographie in Verbindung mit der operativen 
Behandlung des cerebralen Haemangioms). Zéschr. 
f. Neurol., 1936, 156: 132. 


In the case reported in this article, a case of race- 
mose arterial angioma, stereo-arteriography played 
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an immediately directive active réle not only in the 
diagnosis, but also at operation. Neurological ex- 
amination demonstrated the presence of a tumor of 
1 hemisphere, and the clinical picture and the long 
duration of the disease—the first symptoms were 
noted sixteen years before operation—permitted 
the assumption that the neoplasm was a cerebral 
angioma. 

The patient was a man thirty-two years of age. 
The condition began with paresthesia of the left 
hand. From the hand, the paresthesia extended 
gradually and progressively to the left lower ex- 
tremity and the left side of the face. After about 
one and a half years, jacksonian attacks began. The 
limbs of the left side gradually became weaker. 
Recently the patient had begun to suffer from ver- 
tigo, headache, and a decrease of visual acuity. 
Just before operation the following signs were espe- 
cially pronounced: tremor of the head, a vascular 
bruit over the right half of the skull, and nystagmus 
to the right and left. The entire right half of the 
skull and the upper margin of the right orbit were 
sensitive to pressure. There was ectasia of both 
temporal arteries, but that of the right was more 
pronounced than that of the left. The Schueller 
test was positive. Limitation of motion, hypertonia, 
and a contractural posture of the upper and lower 
limbs on the left side were present. The tendon 
reflexes on the left side were extremely active. The 
Babinski sign was noted, and spastic positive hyp- 
esthesia and hypalgesia of the entire left half of the 
body were present. Walking was characterized by 
helicopodia and slight trembling. At operation per- 
formed for brain tumor at another clinic a soft neo- 
plasm of unknown nature was palpated in the 
depths. 

Before arteriography was undertaken a ventricular 
puncture was done and somewhat blood-tinged 
cerebrospinal fluid was evacuated from the left pos- 
terior horn. The findings of bilateral arteriography 
permitted a positive diagnosis of right-sided heman- 
gioma racemosum and showed the site for surgical 
intervention. Operation, which was done immedi- 
ately, consisted of ligation of the left internal caro- 
tid. Within the first few days following this proce- 
dure gradual subjective and objective improvement 
began. The intense headache ceased and muscular 
strength increased. Subsequently the gait improved 
and the sensory disturbances decreased. 

The 8 stereo-arteriograms presented show clearly 
the extent and relationships of the tumor, which 
was the size of a man’s fist. They demonstrate that 
the hemangioma involved chiefly the region of the 
right median cerebral artery and to a less extent 
that of the anterior cerebral artery. As is especially 
emphasized by the authors and shown by the 
arteriogram of the left hemisphere, the extensive 
vascular bed of the angioma was dependent for its 
blood supply on the normal anterior cerebral artery 
of the other side. In the arteriogram filling of the 
right anterior cerebral artery and the branches of 
the anterior internal frontal artery is seen clearly. 
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Apparently in cases of hemangioma there is also a 
suction due to the negative pressure. 

The possibility of filling the cavernous portion is 
of definite practical importance and of value in 
advancing the surgery of angiomatous tumors. It 
is possible that the accessory branches of the internal 
carotid instead of the main trunk might be ligated. 
The reported case demonstrates that a collateral 
supply through the vascular system of the other 
hemisphere is assured and that loss of function of 
important parts of the brain need not be feared in 
spite of the increased demands for blood. 

In conclusion the authors explain the new terms 
which they have found necessary. 

The views which are possible by substitution of 
the stereogram half-picture and half-way rotation 
of the arteriographic roentgenogram (after right- 
sided and left-sided filling with thorotrast) are 
described as follows: 

1. The stereoscopically viewed roentgenogram 
appears to the observer as ‘‘orthotaxic”’ when the 
right-sided projection half-picture is projected into 
his right eye and the left-sided half-picture is pro- 
jected into his left eye. 

2. The cerebral stereogram is designated as 
“‘allelotaxic’’ when, because of exchange of the half- 
films, the observer sees the arteriographic false optic 
image of the non-corresponding side. 

3. The view is designated as “‘ipsilateral’’ when 
the stereoscopic image of the vascular system of a 
hemisphere is viewed from the same side. 

4. It is designated as ‘‘peraioscopic’’ when the 
cerebral stereo-angiogram is viewed from the oppo- 
site side, e.g., the right hemisphere is viewed from 
the left side. 

Therefore, when there has been bilateral filling 
of the carotids with the opaque medium, 8 stereo- 
scopic views are possible. 

(LornR). JoHN W. BRENNAN, M.D. 


Love, J. G., and Kernohan, J. W.: Dermoid and 
Epidermoid Tumors (Cholesteatomas) of the 
Central Nervous System. J. Am. M. Ass., 1936, 
107: 1876. 

This report is based on a clinical, surgical, and 
pathological study of 15 congenital epithelial tumors 
(epidermoids, dermoids, pearly tumors, and choles- 
teatomas) of the central nervous system which have 
been verified microscopically at the Mayo Clinic. 
Fourteen of the 15 patients were operated on by the 
members of the neurosurgical staff of the Clinic, 
with 3 postoperative deaths. Fourteen of the tumors 
were intracranial. One dermoid was found in the 
spinal cord. 

Dermoid and epidermoid tumors (cholesteatomas 
or pearly tumors) of the central nervous system are 
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benign congenital neoplasms of epithelial origin. 
Their clinical course is variable. The intradural 
variety is not diagnosed prior to operation. The 
extradural type can be recognized roentgenographi- 
cally. Surgical removal of these tumors is possible, 
and the results are good. In each of the 15 cases 
reviewed a diagnosis of tumor was made, and in 14 
operation was performed and the presence of a 
tumor verified. Twelve of the patients recovered 
and were living at the time this report was written. 
The length of their survival after surgical removal 
of the tumor ranged from one month to six and a 
half years. 


Hoover, W. B., and Poppen, J. L.: Glossopharyngeal 
Neuralgia. J. Am. M. Ass., 1936, 107: 1015. 


With the purpose of clarifying the clinical signs of 
glossopharyngeal neuralgia, the authors report 2 
cases of the condition. The first was that of a man 
fifty-nine years of age who suffered frequent, short, 
severe attacks of lancinating pain in the left side of 
the throat which at times extended into the left ear. 
The trigger zone was in the left tonsil. Pressure on 
this zone, talking, chewing, and swallowing caused 
sudden onset of the pain. Treatment with inhala- 
tions of trichlorethylene resulted in temporary relief 

The second case was that of a woman seventy-two 
years of age who suffered pain of a similar type on 
the right side of the throat. This was caused by 
eating and talking, and always occurred when the 
patient was requested to swallow a weak solution of 
acetic acid. The attacks left her with a hoarse, 
husky voice. In this case also inhalations of tri- 
chlorethylene resulted in relief. 

The authors review the literature on glosso- 
pharyngeal neuralgia from 1920 to date. In 1924, 
Adson used the cervical approach to the nerve and 
treated it by avulsion. In 1927, Dandy showed that 
intracranial section of the nerve does not produce 
any motor loss in the pharyngeal muscles, and that 
section of the vagus fibers to the pharynx is not 
necessary to relieve the pain. 

Glossopharyngeal neuralgia is to be differentiated 
from neuralgia of the mandibular division of the 
trigeminal nerve. However, in 1935, Peet reported 5 
cases of combined glossopharyngeal and trigeminal 
neuralgia. 

The treatment of choice is intracranial section of 
the ninth nerve. Alcohol injection is difficult be- 
cause the nerve in the neck is small and dangerously 
close to the vagus, jugular, and hypoglossal nerve. 
Objections to cervical avulsion are that the dissec- 
tion is difficult, the operation may be followed by 
recurrence, and the intracranial portion of the nerve 
is not visible. Medical treatment is only palliative. 

Joun Martin, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Biasini, A.: The Importance of Roentgen Findings 
in the Study of the Changes Occurring in the 
Lung in the Course of Surgical Retractile- 
Collapse Therapy (Sull’ importanza del rilievo 
radiologico per lo studio delle modificazioni che 
avvengono nel polmone nel corso della retrattilo- 
collassoterapia chirurgica). Radiol. med., 1936, 23: 


44° 


The author has previously made a detailed histo- 
logical study of the changes which occur in collapse 
therapy of the lung. In this article he supplements 
the information thus obtained with that obtained 
by roentgen examination, the importance of which 
he stresses. He states that the histological findings 
are very incomplete without the data obtained by 
roentgen examination. 

After reviewing the literature on the subject he 
reports the findings of angiographic and broncho- 
graphic studies which he made of living normal 
rabbits and living rabbits subjected to different 
methods of pulmonary collapse therapy—hyper- 
tensive and hypotensive pneumothorax, exeresis of 
the phrenic nerve, thoracoplasty, and filling—and 
roentgen studies of dead animals and anatomical 
specimens. These show that compression treat- 
ment reduces the functional activity of the periph- 
eral part of the lung more than that of the central 
part. They confirmed the clinical observation that, 
in the cases of patients in good general condition, 
roentgenographic demonstration of the vessels and 
bronchi can be done without harm if it is carried 
out with the proper technique, the proper contrast 
media (thorotrast and related substances), and 
observance of the known contra-indications. 

The contra-indications are pathological conditions 
of the vascular system, fragility of the vessels, 
diseases with a tendency toward hemorrhage, the 
rupture of a pathological spleen, serious lesions of 
the reticulo-endothelial system, open tuberculosis 
in the phase of hemoptysis, insufficiency of the liver 
and kidneys, leukemia, febrile conditions, severe 
heart lesions, and epilepsy. 

The contrast medium may be injected not only 
into the smallest branches of the vessels but also 
into the finest intralobular bronchi and even the 
bronchioles. The roentgenograms will show inter- 
ruption of the progress of the medium caused by 
isolated compressions, zones of collapse, and 
cicatricial or sclerotic contractions. 

Collapse treatment places the lung at rest. With 
reduction of the functional activity and blood 
supply of the lung new formation of connective 
tissue takes place and may render the collapse 
permanent. This new formation of connective tissue 
produces conditions unfavorable to the life of the 
tubercle bacilli and may lead to definite cure. In 


each case careful consideration of the various 
techniques is necessary to determine which method 
is best adapted to bring about permanent collapse 
and the development of a strongly retractile fibrosis 
which will give the desired results. 

AuprEY Goss Morean, M.D. 


Lezius, A.: Lung Abscess (Der Lungenabscess). 
Ergebn. d. Chir., 1936, 29: 511. 

This article has 58 illustrations and an 8-page 
bibliography. 

In Part 1 the author presents a general discussion 
of the origin of lung abscesses, including those due 
to pneumonia, metastasis, aspiration, the spread 
of inflammation from surrounding tissues, and lung 
trauma. 

In Part 2 he takes up the course and manifesta- 
tions of acute lung abscesses, the condition of the 
pleura, interlobar empyemas, and suppuration due 
to a foreign body in the lung. 

In Part 3 he discusses in detail the treatment of 
acute lung abscesses. This is divided into con- 
servative treatment to aid spontaneous cure of the 
abscess, collapse procedures, and bronchoscopic and 
surgical treatment. With regard to the surgical 
treatment the choice of time for the operation, the 
localization of the abscess, the natural and artificial 
obliteration of the pleural space, the type of anes- 
thesia employed, and the approach to and the open- 
ing of the suppurative focus in the lung are dis- 
cussed. Plombage as a preliminary operation, its 
technique and effect, and the technique of opening 
an abscess in the presence of an open pleural space, 
pyopneumothorax, and suppuration due to a foreign 
body, and, finally, operation for pulmonary ab- 
scesses due to esophagopulmonary fistulas are con- 
sidered. This part of the article is concluded with 
a discussion of the postoperative course and after- 
care and the surgery of lung fistulas, both solitary 
bronchial fistulas and those due to necrosis of the 
lung. 

In Part 4 the author discusses chronic lung ab- 
scess, its formation and pathologico-anatomical 
character, its clinical picture, and its surgical treat- 
ment by thoracoplasty, intrathoracic plombage by 
the method of Zaaijer, the method of Nissen, and 
lobectomy. This is followed by a short review of 
the results obtained. 

With regard to the surgical treatment of acute 
lung abscesses attention is called to the fact that 
the prognosis depends to a considerable degree on the 
time that operation is attempted and the choice of 
operative procedure. The earliest possible opening 
of the accurately localized focus should be done. 
Agglutination of the pleural surfaces at the operative 
site is necessary as the primary procedure. This can 
be accomplished by the extrapleural packing method 
of Sauerbruch. 
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With certain exceptions, the mortality of acute 
and chronic lung abscesses treated surgically is 
about 30 per cent. In cases of chronic lung abscess 
the prognosis for cure is still unfavorable. 

(HEINEMANN-GRUEDER). PHTLIP SHAPIRO, M.D. 


Allen, C. I., and Blackman, J. F.: The Treatment 
of Lung Abscess. J. Thoracic Surg., 1936, 6: 156. 


In 100 cases of pulmonary abscess reviewed by 
the authors the mortality was 34 per cent. In the 
first 50 cases it was 42 per cent, and in the last 50, 
all of which were treated during the last five years, 
it was 26 per cent. In 6 fatal cases death was due 
to a carcinoma which was producing abscesses by 
obstruction. In the remaining 94 cases, the mor- 
tality was 29.7 per cent. The reduction of the mor- 
tality in the last five years may be attributed to 
earlier diagnosis and treatment, closer cooperation 
between internist and surgeon, more accurate locali- 
zation, and earlier institution of more radical treat- 
ment when conservative treatment had failed. 

Conservative treatment should not be continued 
unless progressive improvement is noted. In 
selected cases phrenic nerve crushing is advisable. 
Treatment with arsenicals has been found to yield 
good results by some and perhaps should be given 
a wider trial. In most cases bronchoscopic drainage 
has not proved of great value except as a diagnostic 
procedure. It is of aid chiefly in cases of abscess 
caused by a foreign body. The use of pneumo- 
thorax in the treatment of lung abscess is apparently 
not justifiable. Operative drainage should always 
be done in 2 stages and a wide area for drainage 
should be established. The drainage tract down to 
the abscess should be made with the actual cautery. 
Tube drainage of complicating empyema is some- 
times of value when the patient’s condition is so 
critical as to make a more radical operative too 
hazardous. J. Danret Wittems, M.D. 


Graham, E. A., and Singer, J. J.: Three Cases of 
Resection of Calcified Pulmonary Abscess (or 
Tuberculosis) Simulating Tumor. J. Thoracic 
Surg., 1936, 6: 173. 

The authors report 3 cases of calcified pulmonary 
abscess or tuberculosis in detail, giving the history, 
the findings of roentgen examination, and the find- 
ings of gross and microscopic examination of the 
lesion after its surgical removal. 

They believe that in the first case the lesion was 
the result of an old pulmonary suppuration which 
had healed with the formation of a considerable 
amount of fibrous tissue and calcification. 

In the second case they were unable to decide 
whether it was an old partly healed interlobar 
empyema or a healed inspissated abscess of the 
lung. There was nothing in the patient’s history 
which was suggestive of pulmonary suppuration. 

In the third case the lesion may have been a con- 
genital malformation, such as a cyst, or a healed 
small interlobar empyema with a bronchial com- 
munication. It did not appear to be tuberculous, 
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and its location indicated that it was not originally 
a pulmonary abscess. 

In all 3 cases the lesion was associated with cough 
and expectoration and was diagnosed as a tumor. 
The lesions were not neoplastic, but consisted of a 
central portion of necrotic tissue surrounded by 
either calcium or bone. In all 3 cases the symptoms 
were completely relieved by removal of the pseudo- 
tumor. No bacteria ccald be found in the central 
necrotic portions of the lesion either on smear or by 
cultural methods. In the third case, the central 
cavity was lined with ciliated epithelium which 
appeared to be derived from bronchial epithelium. 
In this and the second case there was a suggestion 
that the original condition might have been an 
interlobar empyema. 

In conclusion the authors state that the question 
as to whether any or all of the lesions were tuber- 
culous or pyogenic in origin must remain un- 
answered. In their opinion the feature of these 
cases which was of most importance from the clinical 
standpoint was the erroneous diagnosis of the lesions 
as true tumors before they were inspected and 
examined: Emit C. RopitsHek, M.D. 


Peterson, H. O.: Benign Adenoma of the Bronchus. 
Am. J. Roentgenol., 1936, 36: 836. 


Benign adenomas make up approximately one- 
half of all benign bronchial tumors. The history is 
fairly characteristic because of the long duration of 
the tumor and the repeated hemoptysis. A dry 
non-characteristic cough, which frequently becomes 
productive, is almost always present. Of the 
author’s 9 patients, 8 complained of pain and sore- 
ness in the chest. Pleurisy and repeated pneumonia 
are common complications. Dyspnea is not a 
prominent symptom, but severe attacks when the 
recumbent position was assumed have been re- 
ported. These attacks are due presumably to the 
sudden rising of a pedunculated tumor into the 
trachea. 

The age incidence varies from the eleventh to the 
sixty-seventh year, but 50 per cent of the tumors 
occur between the ages of twenty and forty. In 
contrast to carcinoma of the lung, benign adenomas 
are found less often in males than in females. 

The physical findings are those produced by a 
partial or complete bronchial obstruction and may 
vary from nothing at all to signs of complete ate- 
lectasis of an entire lung. As the tumor grows, all 
of the signs of chronic pulmonary suppuration may 
develop. The roentgen findings are largely those of 
atelectasis of varying degree. Bronchoscopy and 
biopsy are necessary to establish the diagnosis 
definitely. 

When treatment is given early the prognosis is 
excellent, but when treatment is not given atelectasis 
and extensive pulmonary suppuration eventually 
result in death. Therefore a prompt and correct 
diagnosis is of importance. The treatment is in 
great part a bronchoscopic procedure. 

JosepH K. Narat, M.D. 





374 


Utter, O.: The Treatment and Prognosis of Pleural 
Empyema in Childhood (Ueber die Behandlung 
und Prognose der Pleuraempyeme im Kindesalter). 
Acta chirurg. Scand., 1936, 78: 545. 


On the basis of 282 cases of pleural empyema in 
children under thirteen years of age and a review of 
the recent literature on the condition, the author 
attempts to draw conclusions regarding the treat- 
ment and prognosis. 

According to the treatment, he divides his cases 
into the following 4 groups: 

Group 1. Those treated only by puncture, the 
attempt having been made to evacuate the pus from 
the pleural cavity by aspiration. 

Group 2. Those treated by thoracentesis, in 
which the attempt was made to evacuate the pus by 
a tube or cannula introduced between the ribs. 

Group 3. Those treated by primary resection, in 
which, at the time of, or soon after, the diagnosis, 
resection of ribs and thoracostomy were done. 

Group 4. Those treated by secondary resection, 
in which rib resection and thoracostomy were pre- 
ceded by puncture or thoracentesis. 

Utter designates as cases treated by secondary 
resection only those in which the resection was pre- 
ceded by at least 4 punctures. 

Of 53 patients treated by puncture alone, 20 (37.8 
per cent) recovered, 9 (17 per cent) died, and 24 
(45.4 per cent) required a secondary operation. 

Treatment by puncture was used only in cases of 
empyemas of small or moderate size. Total empye- 
mas could not be cured by even as many as Io 
punctures. 

Of 48 patients treated by thoracentesis, 33 (68.7 
per cent) were cured, 8 (16.7 per cent) died, and 7 
(14.6 per cent) required a secondary resection. 

Of 145 patients treated by primary resection, 89 
(61.4 per cent) were cured, 49 (33.8 per cent) died, 
and 7 (4.8 per cent) developed chronic empyema. 

Of 45 patients treated by secondary resection, 36 
(80 per cent) recovered, 8 (17.8 per cent) died, and 
1 (2.2 per cent) developed chronic empyema. The 
results of secondary resection were best when treat- 
ment by puncture had been continued for about a 
week or from 5 to 7 punctures had been done. 

In cases in which puncture was continued longer 
the prognosis was poorer and the children obviously 
suffered from the continued puncturing. 

The author draws the following conclusions: 

In cases of empyemas of small or moderate size, 
cure by puncture should be attempted. When there 
is no noteworthy diminution in the pus after about 5 
punctures, secondary resection should be done. If the 
patient’s condition does not permit prolonged treat- 
ment by puncture or if the pus is too thick to be re- 
moved by aspiration, thoracentesis should be done 
and, if necessary, supplemented later by resection. 

In cases of large empyemas palliative treatment 
by puncture should always be given at first and fol- 
lowed at the proper time by resection. In these 
cases thoracentesis may be considered as a middle- 
stage procedure. 
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Of special importance in the prognosis is correct 
determination of the time for operation. 

In addition to surgical treatment, children should 
be given general pediatric treatment. 


HEART AND PERICARDIUM 


Westermann, H. H.: Operation and the Results of 
Excision of the Pericardium in Dense Fibrosing 
Pericarditis (Die Operation und die Ergebnisse der 
Excision des Herzbeutels bei schwieliger, schrump 
fender Perikarditis). Ergebn. d. Chir., 1936, 29: 415 

Fibrosing pericarditis was first differentiated from 
other diseases of the pericardium by Kussmaul in 
Germany and by Hutinel in France. Pick described 
the condition under the name ‘“‘pseudo-hepatic 
cirrhosis.’ Total obliteration of the pericardial sur- 
faces has been found incidentally at autopsy in sub 
jects who had no symptoms of the condition. How 
ever, under such circumstances the adhesions were 
so thin that they did not interfere seriously with 
cardiac function. It is only when there are dense or 
calcified indurations that stasis, especially in the 
liver, and ascites and pleural effusions occur. 

It is astonishing how long operative intervention 
on the pericardium was avoided through fear. Even 
Billroth objected to paracentesis. Separation of the 
pericardial adhesions was first proposed in 1898 by 
Délorme. Brauer’s cardiolysis was introduced in 
1902. It was based on the belief that the work of 
the heart would be reduced by removal of the car- 
tilaginous elastic costal ring which was drawn in 
with each cardiac contraction. This method is very 
good, but is applicable to only a few cases—those in 
which the adhesions are limited to the anterior por- 
tion of the pericardium. Rehn proposed removal of 
portions of the pericardium in addition to liberation 
of the adhesions. Since 1907, Vollhard has recom- 
mended operation and, with Schmieden, has estab- 
lished fundamental principles for the treatment. 

Animal experiments have been of little aid. 
Alexander found that the ventricles are insensitive 
to gentle manipulation. Light pressure and pricking 
with a needle were perceived; heat and cold were not. 
In patients operated on under local anesthesia there 
were only 2 reflexes: (1) voluntary twisting of the 
body as a whole on painful irritation, and (2) a 
cough reflex when the pericardium was irrigated. 

Schmieden demonstrated that the operation can 
be performed under local anesthesia with practicall) 
no pain. When the pleura is opened there is, of 
course, an immediate disturbance of respiration. 
According to Pfuhl, Eyster, and Tigerstadt, the 
pericardium protects the heart against overdisten- 
tion. According to Felix, it protects especially the 
right ventricle. As an indurated contracting inflam- 
mation gradually results in relaxation of the heart 
muscle, the question arises whether resection of the 
pericardium does not rob the relaxed heart, especial- 
ly the right ventricle, of its necessary support. 

In 1931, Beck carried out experiments which 
showed that, under atmospheric pressure, the out- 
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put of the heart is markedly decreased, and that, 
under positive pressure, the decrease is still greater. 
He attributed the usually sudden deaths which 
occur after intrathoracic operations to anesthesia 
induced with positive pressure and therefore recom- 
mended the use of Sauerbruch’s negative pressure 
chamber. 

According to the protocols of 26,000 autopsies 
and to 75,000 clinical histories reviewed by Gerke, 
the cause of fibrosing pericarditis was rheumatism 
in 19.1 per cent of the cases, tuberculosis in 15.6 
per cent, pneumonia in 14.2 per cent, sepsis in 17.0 
per cent, various other conditions in 23.1 per cent, 
and an undetermined cause in 2.4 per cent. 

Retraction of the chest wall may be absent. The 
differential diagnosis from mitral stenosis is not 
always easy, but was well established by Vollhard. 
In mitral stenosis a systolic retraction of the chest 
wall in the region of the heart is not infrequent, but, 
in contrast to the quietness of the walled-up heart in 
pericarditis, strong movement of the right ventricle 
can be felt and the diastolic murmur at the cardiac 
apex can be heard. 

Unless operation is performed, fibrosing pericar- 
ditis leads sooner or later to death. Operation is 
therefore indicated, but only after the infection has 
completely subsided. It should be done under local 
anesthesia. Positive pressure should be available in 
case of injury to the pleura. The left ventricle and 
cardiac apex should always be freed first. If the right 
ventricle is liberated from the indurations first, an 
acute over-dilatation with consequent irremediable 
tricuspid insufficiency will result. Indurations at 
the orifice of the inferior vena cava are uncondi- 
tionally to be removed. The correct plane of cleav- 
age for decortication of the heart is difficult to find. 
The surgeon must proceed with great caution. The 
cartilaginous portion and the attached osseous por- 
tions of the third to the fifth ribs and a large part of 
the sternum should be removed. The wound should 
then be closed completely around 2 or 3 small drains. 
The latter are necessary because hemostasis is diffi- 
cult and at first there is a marked watery exudation. 
The patient should be prepared with strophanthin 
and diet. 

Opinions regarding Schmieden’s technique are 
cited. Many surgeons believe that as good results 
are obtained with cardiolysis alone. This is incor- 
rect. Schmieden has had the largest series of cases 
(26). In all, r10 cases have been operated upon. 
The author summarizes these in 2 tables. Twenty 
per cent of the patients were cured; 18.1 per cent 
were benefited sufficiently to work; 7.3 per cent 
were benefited, but not sufficiently to work; 1.8 per 
cent were not benefited; 6.4 per cent died during the 
operation; 18.2 per cent died during postoperative 
treatment; 15.5 per cent died after temporary im- 
provement; and 12.7 per cent could not be traced. 
In Schmieden’s cases the incidence of cure and 
improvement was 60 per cent, whereas in those 
treated by other surgeons it was only 42.1 per cent. 

(FRANZ). Pitre SHaprro, M.D. 
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ESOPHAGUS AND MEDIASTINUM 


Neuhof, H.: Acute Infections of the Mediastinum, 
with Special Reference to Mediastinal Sup- 
puration. J. Thoracic Surg., 1936, 6: 184. 


This article is based on 66 cases of various forms 
of acute suppurative and non-suppurative infection 
of the mediastinum, in the great majority of which 
the diagnosis was confirmed by operation, roentgen 
examination, or autopsy. 

The author discusses the classification, patho- 
genesis, bacteriology, pathology, clinical manifesta- 
tions, physical and roentgen features, diagnostic 
problems, indications for operation, operative treat- 
ment, and results of treatment of such infections. 

In his opinion the impression that acute infections 
of the mediastinum are rare is erroneous. He states 
that the most common causes of suppurative lesions 
are traumatic perforations of the esophagus and 
infections in the cervical region. Among the patho- 
logical features of posterior mediastinal abscess are 
a limited inflammatory reaction, absence of super- 
ficial pleural adhesions, and rupture of the abscess 
into the lung and bronchi. Suppurative pleurisy is 
characteristic of phlegmonous mediastinitis. 

Neuhof divides acute mediastinal infections clini- 
cally into the fulminating, the moderately severe, 
and the relatively mild forms. Textbook pictures, he 
believes, are rarely seen, and physical signs generally 
unreliable. 

In cases of mediastinal infection from the cervical 
region examination of the neck yields important in- 
formation. The roentgenogram of the mediastinum 
is usually positive and that of the neck offers de- 
cisive information when low cervical infection is the 
source of the mediastinitis. 

Neuhof advises immediate operation when per- 
forations of the cervical or thoracic esophagus have 
occurred and when mediastinitis has developed. He 
regards operation as indicated also when there is any 
evidence of a localized suppuration. He believes 
that under certain circumstances exploration is 
justified in the absence of positive evidence of a 
mediastinal abscess. He states that recovery may 
follow operation even in advanced cases. 

He describes a technique for approach to a cervical 
periesophageal abscess which serves also for drainage 
of the upper posterior mediastinum. In posterior 
mediastinotomy the site of the incision depends 
upon roentgen localization of the level of the lesion. 
In most of the reviewed cases the free pleura was 
traversed. By proper management of the pleural 
opening empyema after a 1-stage operation may be 
prevented. 

Of the author’s cases of mediastinal abscess which 
were not operated upon, death resulted in all, 
whereas in 4 of 5 in which operation was performed 
the patient recovered. Of 8 patients with a compli- 
cating lung abscess, empyema, or phlegmonous 
mediastinitis, 4 recovered and 4 died. 

Neuhof concludes that mediastinal abscess is a 
condition in which the results of operation should be 
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good unless complications have developed as the re 
sult of delay. Emit C. RosttsHeK, M.D 


Middleton, W. S., Pohle E. A., and Ritchie, G.: 
Lymphosarcoma of the Mediastinum with Me- 
tastases to the Skeleton. Report of a Case. 
Am. J. Cancer, 1936, 28: 550. 

The case reported was that of a boy sixteen years 
of age. Although the tumor was proved by micro- 
scopic examination to be radiosensitive, roentgeno- 
grams showed an increase in the size of the medi- 
astinal mass under irradiation treatment. The 
authors believe that this increase may perhaps be 
explained by the presence of a capsule which was 
expanded by pressure from necrosing tumor tissue 
and bleeding from eroded vessels. The severe pain 
in the secondarily involved bones was promptly 
relieved by irradiation. JosepH K. Narat, M.D. 


MISCELLANEOUS 
Bird, C. E.: Division of Ribs as an Aid in Closing a 
Diaphragmatic Hernia. Ann. Surg., 1936, 104: 
993. 


The simple maneuver of mobilizing 2 or 3 of the 
lower ribs is of aid whenever the diameter of the 
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lower thoracic outlet must be diminished for satis 
factory closure of a defect of the diaphragm. This 
is easily accomplished in children. 

The author reports in detail and with illustra 
tions a case which he believes is the third in which 
this procedure was used. 

In the cases of older patients, whose ribs are un- 
yielding, the removal of 2 short segments from each 
rib, one segment anterior and the other posterior to 
the defect, will allow the ribs to drop in sufficiently 
for closure of the hernial opening without damage 
to the intercostal vessels or nerves or the pleura. 

GEorGE A. CoLtett, M.D. 


Skinner, C. F., and Hobbs, M. E.: Intrathoracic 
Cystic Lymphangioma. J. Thoracic Surg., 1936, 
6: 98. 

Skinner and Hobbs report in detail a case of large 
mediastinal cystic lymphangioma in a seven-year- 
old boy. The diagnosis of cystic tumor was made 
by roentgen examination after the injection of air 
into both the neoplasm and the pleural cavity. 
Complete extirpation of the tumor was accomplished 
in a 2-stage operation. One and a half years later 
the patient was still free from signs of recurrence. 

ELIZABETH M. CRANSTON. 
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ABDOMINAL WALL AND PERITONEUM 


Sutton, L. E.: The Intraperitoneal Approach for 
Repair of Inguinal Hernia. Ann. Surg., 1936, 
104: 1030. 

The author reports on 100 cases in which the in- 
traperitoneal approach was used for the repair of an 
inguinal hernia. He states that the facility of opera- 
tion for the repair of hernias of this type depends not 
only on the type and size of the hernia but also on 
the exposure of the structures involved. The im- 
portance of high ligation of the sac is generally ad- 
mitted. The intraperitoneal approach described by 
La Roque gives better exposure of the internal ring 
than the usual approach, and is of value especially 
in cases of large sliding hernia and some cases of 
strangulated hernia with small indurated rings. 
The essential difference between the intraperitoneal 
and the usual approach is the addition to the former 
of a muscle-split and peritoneal incision just above 
the internal ring. 

In the intraperitoneal approach the skin incision 
is the incision usually made fer the repair of inguinal 
hernia. The aponeurosis of the external oblique is 
cut and reflected to expose the internal oblique. 
The cremaster is then seen masking the spermatic 
cord. The site of the muscle split is usually 1 in. 
above the lower edge of the internal oblique. The 
muscle is split parallel with its fibers and retracted 
to expose the transversalis fascia just above the in- 


ternal ring. The transversalis fascia and peritoneum 
are incised as in an appendectomy, though at a 
somewhat lower level. The peritoneal cavity is then 
open at a point little more than % in. above the 
internal ring. 

The abdominal opening of an indirect sac is then 
rolled outward and explored with a finger or an 


instrument. The contents of the sac are liberated 
and reduced into the abdomen, and sites of a possi- 
ble direct and femoral hernia are palpated. 

The neck of the sac is then separated by blunt 
dissection, the fat being pushed away from the out- 
side of the peritoneum in the place between the 
peritoneum and transversalis fascia. After it has 
been entirely liberated, the peritoneum is slit down 
to and around thé neck of the sac. Where adhesions 
have been removed the damaged parietal peritoneum 
is removed to reduce the chance of adhesions. 

In reconstruction of the internal ring the trans- 
versalis fascia is sutured snugly around the cord 
structures. From that point on, the repair may be 
done according to the choice of the surgeon. In the 
reviewed cases, imbrication of the external oblique 
aponeurosis beneath the cord was done most fre- 
quently. Sharp dissection was used, and the tissues 
were handled gently with careful retraction. Fine 
needles and fine absorbable sutures were employed. 
Double o catgut was used for ligatures. Tight su- 


tures were avoided, and special attention was paid 
to hemostasis and the elimination of dead space. 
The average patient was kept in bed for two weeks, 
and patients with fascial transplants, for three weeks. 

Of the patients whose cases are reviewed, 78 per 
cent were between twenty and fifty years of age. 
Ninety-one per cent were followed for one and one- 
half years. In 69 per cent of the cases a fascial 
(modified Andrews) type of repair was done. The 
2 recurrences occurred sixteen and eighteen months 
respectively after a muscle-to-fascia type of repair 
of a direct hernia in which the aponeurosis was not 
imbricated beneath the cord. 

Only from 2 to 5 per cent of hernias are of the 
sliding type. In the intraperitoneal approach it is 
possible to fix the replaced bowel away from the 
hernial site without making another skin incision. 
When the parietal peritoneum has been sufficiently 
mobilized the viscus may be pulled upward so that 
when the. peritoneum is closed it lies nearly 2 in. 
above the internal inguinal ring. 

In cases of strangulated hernia the intraperitoneal 
approach is especially advantageous. When the 
peritoneum is opened the surgeon can see immedi- 
ately what viscus is in the sac and proceed accord- 
ingly. If it is safe to reduce the contents of the 
hernia this can usually be done by gentle traction 
from within. Exposure by the intraperitoneal ap- 
proach is adequate for enterostomy or resection. 

In cases of incarcerated and adherent hernias the 
intraperitoneal approach is of value because ad- 
hesions usually due to a raw surface adjacent to the 
internal ring are a factor in the development of 
recurrence and by this approach adhesions may be 
dissected free without causing trauma. 

It is generally agreed that inguinal hernia in chil- 
dren can be cured by high ligation of the sac. The 
less the cord is disturbed the better. The intraperi- 
toneal approach leaves the cord undisturbed and 
assures high ligation of the sac. 

The intraperitoneal approach is of value chiefly 
for: (1) direct exposure of the internal ring without 
prolongation of the operation; (2) ease of dissection 
of the adherent sac after isolation of its neck; and 
(3) high ligation of the sac. 

In cases of direct or femoral hernia the author 
prefers to open the peritoneum through the posterior 
wall of the inguinal canal. 

FRANK E. STINCHFIELD, M.D. 


GASTRO-INTESTINAL TRACT 


Manzini, C.: Two Cases of Primary Melanocyto- 
blastoma of the Intestine (Su due casi di melan- 
ocitoblastoma primitivo dell’ intestino). Amn. ital. 
di chir., 1936, 15: 525. 


This is a contribution to the study of Pick’s 
intestinal melanosis based on 2 cases of primary 
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melanoblastocytoma of the intestine. The patients 
were women forty-two and fifty-five years old, and 
the tumors were situated, respectively, in the small 
intestine and the descending colon. Minute exam- 
ination at autopsy excluded the presence of foci of 
pigmented tissue from which the neoplasms could 
have originated. 

Manzini believes that primary melanomas of the 
intestine arise from the areas of undifferentiated 
melanoblasts in the subserous layer described by 
Pick and Brahn in 1935.- These areas, which 
probably represent the remains of the pericelomatic 
pigment system, do not become visible maecro- 
scopically until the fourth decade of life, but can be 
detected microscopically much earlier. The melanin 
is produced from aromatic groups in the cell pro- 
teins under the influence of oxidizing enzymes. At 
autopsy on 2 middle-aged subjects Manzini found 
such patches, from 3 to 10 mm. in diameter, on the 
visceral peritoneum near the insertion of the 
mesentery. The spots are comparable to the zones 
of dysembryoplastic melanogenetic tissue in the 
skin except that they arise under special metabolic 
conditions in later life, when the tissues enter a 
phase of decreased resistance (Borrel’s pigmentary 
crisis). Resumption of the pigmentogenetic func- 
tion always occurs in cells in which this activity has 
almost disappeared or has remained in abeyance. 

These findings demonstrate the possibility of a 
primary melanoblastoma of the intestine. Addi- 
tional evidence is the coincidence of the age at 
which both the pigmented spots and the tumors 
appear and the frequent location of both at certain 
definite points along the intestine. The tumors 
probably arise, not from a single type of cell, but 
from a system composed of mature melanoblasts, 
potential melanoblasts, and cells without pigment- 
producing power. This would account for their 
polymorphism and irregular pigmentation. Histo- 
genetically they are fundamentally sarcomas de- 
rived from undifferentiated mesodermal melano- 
blasts, but because ef their variable histological 
pictures with no predominating type it is more 
exact to designate them by the general term ‘“‘mela- 
nocytoblastoma.”’ 

Primary melanoblastomas of the intestine are 
exceedingly rare, only 11 cases, including Manzini’s 
case, having been reported. This fact is explained 
by the infrequency of melanomas in general, of 
mesenchymal tumors of the intestine, and of sub- 
serous pigmented areas. 

Manzini discusses the diagnosis and clinical 
course of these tumors. He states that, in the 
absence of other manifestations vf abnormal 
melanosis, the most reliable sign is the presence of 
melanin in the urine. According to the findings of 
his researches, the melanin in the tumor appears to 
be different from that in the normal skin. He dis- 
cusses also the origin of melanomas in general and the 
nature and classification of pigment-forming cells. 

The article is accompanied by photographs and a 
bibliography. M. E. Morse, M.D 
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Morton, J. J., and Jones, T. B.: Obstructions 
About the Mesentery in Infants. Ann. Surg., 
1936, 104: 864. 

While the most common cause of organic obstruc- 
tion in infancy is hypertrophic pyloric stenosis, 
there are a certain number of obstructions which 
make their presence known almost as soon as the 
baby takes anything by mouth. These occur in or 
about the duodenum and are usually in close ana- 
tomical relationship to the mesentery of the small 
intestine. They include duodenal atresias, internal 
hernias, and anomalies due to faults in migration, 
descent, and fixation acting on the first portions of 
the small intestine. 

Congenital intestinal occlusions are commonly) 
classified as intrinsic and extrinsic. The atresias 
range from complete absence of a portion or por- 
tions of the intestines to all grades of intestinal 
fibrosis and diaphragms occluding the lumen. They 
occur more frequently in the duodenum than in any 
other part of the gastro-intestinal tract. According 
to von Koos and Davis and Poynter, 30 per cent 
occur in the duodenum. The extrinsic occlusions 
result from faulty or incomplete intestinal rota- 
tion and hyperperitonealization during fetal develop- 
ment. Internal hernias are encountered less fre- 
quently than short mesenteric arteries, incomplete 
intestinal rotation, abnormal peritoneal bands, or 
adhesions. 

During embryonic development the duodenum 
becomes occluded by proliferation of its lining mem- 
brane or epithelium. It remains in this condition 
so that the lumen is blocked until the sixth week. 
Normally, the epithelium is then absorbed again. 
In rare instances its absorption does not occur and 
it becomes organized. This mechanism results in the 
various types of atresia encountered in the duo- 
denum as well as elsewhere in the jejunum and ileum. 

The authors report 11 cases of obstruction of the 
duodenum. The causes found at operation were 
atresia and complete absence of the third portion of 
the duodenum; a diaphragm of the duodenum; 
herniation of the intestines into the lesser peritoneal 
cavity with constricting bands; a retroperitoneal 
position of the large gut, and herniation into the 
lesser sac with constriction by the mesenteric artery; 
reversed rotation of the mid-gut on the mesentery; 
peritoneal bands and adhesions; torsion; plication; 
and hyperfixation. 

The most constant sign, presented in every case, 
was vomiting. Occasionally this occurred a few 
hours after birth, but as a rule began after the first 
feeding. The vomiting is usually fairly regular. In 
doubtful cases the presence or absence of bile in 
the vomitus has been regarded as evidence respec- 
tively of an obstruction above or below the bile 
papilla. 

The presence of biood or ‘‘coffee-ground” ma- 
terial in the vomitus is considered pathognomonic 
of duodenal atresia or stenosis. 

On physical examination the signs of dehydration 
are frequently observed. The infants may show 
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other developmental abnormalities, or may be born 
prematurely, 

The only problem in the diagnosis is the differ- 
entiation of the condition from congenital hyper- 
trophic stenosis. Congenital hypertrophic stenosis 
usually occurs in males, and the vomiting due to it 
usually begins during the second to the sixth week. 
In about three-quarters of the cases peristaltic 
waves passing from left to right can be made out. 
The other signs are the same in both conditions. 

Preliminary preparation for operation is exceed- 
ingly important. Loss of weight and dehydration 
must be combated by restoring the water balance. 
In the authors’ opinion the anesthetic of choice is 
drop ether. As babies do not stand hemorrhage, 
shock, or infection well, careful hemostasis, gentle- 
ness in the handling of the tissues, and measures to 
prevent heat loss are essential at operation. 

In congenital absence of a segment of the duo- 
denum, relief of the obstruction by operation is 
obviously the only treatment possible. A short- 
circuiting operation is the logical procedure. In 
cases in which a diaphragm is stretched across the 
lumen of the bowel, a longitudinal incision removing 
the diaphragm and transverse suturing should be 
considered as a simpler procedure than intestinal 
anastomosis. Under no circumstances should en- 
terostomy be performed. 

In cases of extrinsic anomalies due to faults in 
migration, descent, and fixation, gastro-enterostomy 
or entero-enterostomy should not be attempted. 
The surgeon should realize that this is the type of 
obstruction which can be successfully untangled if 
he knows how to get at it. The best way to unravel 
these puzzling anomalies is to obtain a clear view of 
the mesentery. This can be done only by detaching 
the transverse and ascending colons from the parietal 
wall and rotating them toward the midline, which 
gives excellent access to the root of the mesentery. 

After operation, special nursing care is of great 
importance. Fluids should be restored. Codein may 
be used for pain. Distention should be combated at 
first with stupes and rectal tubes, and later, with 
enemas. Lavage may also be necessary. Acidosis 
may be prevented by the use of glucose. 

Howarp A. McKnicut, M.D. 


Lingley, J. R.: Non-Obstructing Malignant Tumors 
of the Small Bowel: A Report of 5 Cases. Am. 
J. Roentgenol., 1936, 36: 902. 


Malignant tumors of the small bowel are usually 
stenosing and obstructive. However, in approxi- 
mately 25 per cent of 25 cases of such tumors ob- 
served at the Massachusetts General Hospital, 
Boston, the neoplasm was of the non-obstructive 
type. On roentgen examination the involved seg- 
ment of small bowel was found irregular in outline 
and showed obliteration of the mucosa and moderate 
to marked dilatation. Although there was no ob- 
struction, the involved area could be visualized even 
after the barium column had passed beyond it, be- 
cause of a coating of barium adhering to its ulcerated 
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surface. In most of the cases a large mass corre- 
sponding to the defect in the bowel could be pal- 
pated. This was often very large in comparison with 
the small area of intestine involved. 

For the demonstration of such lesions the author 
recommends examination of the small bowel by 
roentgenoscopy and roentgenography at intervals of 
two, four, and six hours after the motor meal. 

JoserH K. Narat, M.D. 


Berman, J. K., and Baxter, N. E.: Duodenogastric 
Intussusception: An Experimental Study of 
Peptic Ulcer. Arch. Surg., 1936, 33: 1. 


The object of the study reported in this article, 
which was made on dogs, was to learn what might 
happen if the ulcer-bearing area were brought up into 
the more acid prepyloric portion of the stomach; in 
other words, if the superior part of the duodenum 
were made a living transplant in a new and more 
highly acid environment. After liberation of the 
greater and lesser curvatures of the stomach, the 
pyloric sphincter was divided as for a Rammstedt 
pyloroplasty and the duodenum then invaginated 
into the stomach with interrupted Lembert sutures 
stopping just proximal to the common duct. 

Following this operation the gastric acid values 
were found to be higher and the emptying time 
approximately forty minutes faster than in the 
normal controls. In 2 of the dogs the mucin values 


were higher than in either the normal controls or a 
dog on which a Finney pyloroplasty had been done. 

In 2 dogs killed seven and nine months respec- 
tively after the operation no gross changes were 


found in either the stomach or the invaginated por- 
tion of the duodenum. Microscopically, Brunner’s 
glands appeared entirely normal. 

In another series of experiments the attempt was 
made to produce typical ulcer in dogs operated upon 
by the technique described and a control dog by the 
administration of cincophen in toxic doses as de- 
scribed by Van Wagoner and Churchill. In the con- 
trol animal necropsy disclosed multiple gastric and 
duodenal erosions, several acute ulcers in the pylorus 
and duodenum, perforation of 1 of the duodenal ul- 
cers, and diffuse hemorrhagic colitis. In a dog with 
duodenogastric intussusception a diffuse gastritis 
and duodenitis were present, but there was no ulcera- 
tion in the stomach or duodenum although the lower 
part of the ileum and the entire colon contained num- 
erous acute ulcers. An ulcer just above the ileocecal 
valve had perforated and caused fatal peritonitis. 

The amounts of acid and mucin in the stomach 
were studied in this group of animals after the fourth 
day. ‘‘There was a slight increase in the amount of 
acid and a greater increase in the amount of mucin 
in all of the dogs, especially the animals with the 
duodenogastric intussusception.”’ 

As only 1 of the dogs operated upon developed a 
peptic ulcer after the administration of cincophen, 
and as this lesion occurred without a significant rise 
in the acidity, the authors conclude that it is the 
lack of sufficient protection by mucin rather than an 
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increase in the amounts of acid per se that is responsi- 
ble for peptic ulcer. They believe it possible also 
that peptic ulcer in man may be the result of a de- 
crease in acidity with consequent failure of stimula- 
tion of Brunner’s glands or, conversely, inactivity of 
the glands with consequent deficiency of acid and 
mucin. They state that there may be a premonitory 
stage of peptic ulcer when hydrochloric acid would 
be beneficial by stimulating the mucin-producing 
function of Brunner’s giands. If it is the defense 
mechanism that is important rather than the increase 
in hydrochloric acid, the parenteral administration of 
an extract of Brunner’s glands might be logical in the 
treatment of ulcer. 

In the authors’ opinion it is the failure of Brun- 
ner’s glands to protect and neutralize rather than 
high acidity that is responsible for ulcers. Mucin is 
the local protector of the tissues against acid. There- 
fore in combating peptic ulcer its presence should be 
assured. 

The authors conclude that their experiments 
prove that in the treatment of ulcer the pyloric end 
of the stomach should be re-inforced rather than sac- 
rificed as is done in gastrectomy and pylorectomy. 
For many years they have treated perforated duo- 
denal ulcer by pulling the wall of the stomach down 
over the perforation and suturing it there. They 
now believe that the same procedure may be applied 
around the entire pyloric circumference. This 
would immobilize the diseased area, re-inforce the 
pyloric walls, and transplant active Brunner glands 
with their protective mucin. It seems that, because 
of its safety and ease of performance in suitable 
cases, this procedure would be of aid in the surgical 
treatment of chronic ulcer. If scarring of the pylorus 
is marked or the ulcer is on the stomach side, exci- 
sion of the ulcer with part of the pyloric sphincter 
followed by duodenogastric intussusception may be 
the operation of most permanent value. 

SAMUEL J. Focetson, M.D. 


Nissnevitch, L. M.: Carcinoma of the Duodenum 
and Its Metastases (Le cancer du duodénum et 
ses métastases). Problémes d’oncol., 1936, 10: 71. 


The author reviews 12 cases of proved primary 
carcinoma of the duodenum and draws the following 
conclusions: 

1. Primary carcinoma of the duodenum is com- 
paratively rare. It constitutes only 2 per cent of all 
cancers of the gastro-intestinal tract. 

2. It is most frequent at the usual cancer age. 
The average age of the patients whose cases are 
reviewed was fifty-one and one-fourth years. 

3. It is more frequent in males than in females. 
Of the patients whose cases are reviewed, 66 per 
cent were males. 

4. Its origin is usually an old chronic ulcer of the 
duodenum. 

5. The most common form is the adenocarcinoma. 
This was the type in 60 per cent of the cases re- 
viewed. Other types are the scirrhous cancer, the 
colloid cancer, and carcinoma simplex. 
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6. It usually forms metastases in the organs and 
lymphatic nodes of the upper part of the abdomen. 

7. It must be differentiated from secondary in- 
volvement of the duodenum by the growth of a car- 
cinoma in the stomach, pancreas, or gall bladder or 
by metastasis from a carcinoma in an adjoining organ, 

8. Its differentiation from secondary cancer of 
the duodenum is rather difficult not only during life 
but also at autopsy. 

9. Treatment gives poor results. The prognosis is 
seldom favorable, the period of survival being rather 
short in all cases. 


Thompson, J. W.: Secondary Resections in Recur- 
ring Carcinoma of the Colon. J. Am. M. Ass., 
1936, 107: 1688. 

Carcinoma of the colon is a very common lesion. 
In about 50 per cent of cases it has advanced beyond 
hope of surgical relief by the time the patient is 
first seen by the surgeon. The operative mortality 
varies from 5 to 35 per cent. Metastasis to the liver 
and the regional lymphatic glands is a specter 
always haunting the patient surviving operation. 
The problem of persuading the patient to submit to 
an operation for recurrence is even more difficult 
than gaining his consent to the primary operation. 
Thompson reports a small series of cases in which a 
second resection of the large bowel was performed 
for recurrence successfully. While the recurrence of 
many malignant growths is often prompt, in some 
cases many years elapse between the primary 
operation and the recurrence. Ewing has reported 
a case of breast malignancy in which the interval 
was thirty years, a case of rectal cancer in which it 
was twenty-one years, and a case of uterine car- 
cinoma in which it was fifteen years. There is 
always the possibility that the defenses offered by 
immunity may isolate and destroy remaining cells 
or surround them by dense connective tissue. 

Thompson reports the following cases: 

Case 1. The patient was a man fifty-one years of 
age who was brought to the hospital December 30, 
1931. In November of that year he had first noted 
constipation. This became increasing worse and was 
followed by vomiting. When the patient entered 
the hospital his bowels had not moved for forty- 
eight hours and his abdomen was distended. A 
diagnosis of intestinal obstruction was made. A 
plain roentgenogram revealed enormous distention 
of the large bowel and some distention of the small 
bowel. A diagnosis of obstructive lesion of the large 
bowel was made. At operation, performed under 
spinal anesthesia, the cecum was found to be the size 
of a football. Cecostomy was performed and a 
No. 24 colon tube inserted into the colon by the 
method of Witzel. During the next two weeks the 
bowel was thoroughly washed out daily through the 
colon tube. A second operation under spinal 
anesthesia revealed an annular and constricting 
growth in the pelvic colon. A 6-in. portion of the 
colon was resected together with a wedge-shaped 
portion of the mesentery, the bowel being thea 
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re-united end to end. ‘The cecostomy tube was 
allowed to remain in place for about six days in 
order to effect decompression of the bowel. 

The patient made a good recovery and was dis- 
charged from the hospital thirty days after his 
admission. In October, 1934, about twenty-two 
months after the first operation, he returned with 
symptoms of constipation similar to those experi- 
enced previously. A barium sulphate enema re- 
vealed evidence of obstruction at the junction of the 
iliac and pelvic colon together with a filling defect 
and a palpable mass. A second operation, per- 
formed through a left rectus incision, disclosed a 
napkin-ring type of growth similar to the first. The 
tumor was resected with 2 in. of normal bowel on 
either side and the bowel re-united end to end. 
The patient made a rapid recovery and has remained 
well to date. 

Case 2. The patient was a man fifty-four years 
old whose chief complaints were diarrhea, loss of 
weight, tenesmus, and mucus in the stools. A palpa- 
ble mass was found in the right lower quadrant of 
the abdomen. A barium sulphate enema revealed a 
filling defect in the cecum. A diagnosis of carcinoma 
of the cecum with endameba histolytica infection of 
the intestines was made. W. J. Mayo removed the 
cecum, ascending colon, and terminal ileum together 
with involved lymph nodes for adenocarcinoma. 
The patient remained well from 1917 to the Fall of 
1929, when he returned on account of the appearance 
of blood in the stools. A barium sulphate enema 
disclosed a small filling defect in the transverse 
colon. At operation performed under spinal anes- 
thesia the liver was found free from metastases but 
a carcinoma the size of a dollar was discovered in the 
distal transverse colon. The carcinoma was resected 
and the intestine re-united end to end. Recovery 
was prompt, and in 1936, at the age of seventy-five 
years, the patient was in good health except for 
occasional attacks of angina pectoris. 

Case 3. The patient was a man thirty-six years of 
age who gave a history of mid-epigastric pains after 
meals. A barium sulphate enema showed a filling 
defect in the proximal transverse colon. At operation 
performed in November, 1918, a large adenocar- 
cinoma of the transverse colon was successfully 
resected. In February, 1927, the patient returned 
for re-examination. Physical examination revealed 
a small mass in the right upper quadrant of the 
abdomen, and blood was found in the stools. X-ray 
examination disclosed a filling defect in the distal 
ascending colon. At a second operation, performed 
in March, 1927, a large tumor mass was discovered. 
The mass was mobilized and resected together with 
the ascending colon, part of the terminal ileum and 
cecum, and a portion of the transverse colon. The 
patient recovered. In October, 1927, he was sub- 
jected to a third operation for the relief of obstruc- 
tion produced by an adhesion band in the abdomen. 
When last heard from in 1936, he was in good health. 

The author concludes that recurring carcinoma of 
the colon is not always a hopeless lesion. Multiple 


malignant lesions of the colon are probably not so 
rare as is commonly believed. They may occur 
simultaneously or develop after a period of many 
years of intervening good health. 

Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Whipple, A. O.: Studies in Splenopathy: Introduc- 
tion. J. Am. M. Ass., 1936, 107: 1775. 


At the Vanderbilt Clinic and the Presbyterian 
Hospital, New York, the splenopathies are studied 
by a group of physicians and surgeons. The spleno- 
pathies associated with specific blood pictures are 
studied by the group interested in the anemias and 
leukemias. 

The Spleen Clinic is one of several combined 
clinics. These combined clinics, made up of medical, 
surgical, pathological, and, in some instances, 
radiological departments, are engaged in the study 
of the so-called middle-ground diseases. The pa- 
tients referred to them are studied by the group to- 
gether, the therapy is agreed on, and whether the 
treatment is medical or surgical, the results are 
studied and evaluated by the same group. 

The Combined Spleen Clinic was organized in 
1930. Since then over 200 patients with splenic 
disease have been studied and followed, and more 
than 102 spleens have been removed. 

It is the opinion of the author that, from the 
standpoint of the care of the patient, teaching, and 
research—the 3 cardinal criteria of any clinic worthy 
of the name—the combined clinic has everything to 
recommend it. In such a clinic the patients are 
studied more carefully and the choice of therapy is 
the result of agreement among medical and surgical 
workers based on mutual follow-up studies. A 
clinic of this type cannot be dominated by over- 
conservatism or radicalism in treatment. 

Louis SPERLING, M.D. 


MISCELLANEOUS 


Mandillon, G., and Poinot, J.: Abdominal Con- 
tusions with Multiple Lesions of the Mesen- 
teric-Intestinal Junction (A propos des contu- 
sions de l’abdomen avec lésions multiples des mésos 
d’insertion intestinale). Rev. de chir., Par., 1936, 
55: 578. 

The authors report 3 cases of abdominal injury 
resulting in a tear of the mesentery at its point of 
attachment to the intestine. 

The first case was that of a man who was struck 
by an automobile while riding a bicycle and thrown 
violently to the pavement on his abdomen. Opera- 
tion performed eight hours after the accident dis- 
closed multiple tears in the mesentery of the small 
intestine, erosions of the intestine itself, separation 
of the leaves of the mesentery in the ileocecal region 
with intramesenteric hemorrhage, and complete 
separation of the mesentery from the bowel to an 
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extent of 30 cm. at the level of the sigmoid. The 
devitalized segment of bowel was exteriorized and 
resected. The patient died eight hours later, still in 
shock. 

The second case was that of a man who was 
struck on the abdomen by a cask of oil weighing 50 
kgm. which fell from a height of 4 or 5 meters. 
Laparotomy performed twelve hours later revealed 
separation of the jejunum from its mesentery to an 
extent of 2 meters. This segment of bowel was re- 
sected. At a second laparotomy, two days later, an 
ileostomy was done, the bowel being distended and 
matted together. The patient died of peritonitis 
eight days later. 

The third case was that of a man who was kicked 
in the abdomen by a mule. Operation performed 
ten hours after the injury disclosed a tear in the 
wall of the ileum and, lower, such severe crushing of 
the mesentery and attached bowel that resection of 
20 cm. of the ileum was necessary. After end-to-end 
anastomosis of the bowel, the abdominal cavity was 
irrigated with normal salt solution and drains were 
placed in the wound. The patient had a very 
stormy postoperative course, but recovered. 

The authors review cases of similar injuries re- 
corded by others since 1902, giving the length of 
time that elapsed befored operation and the final 
result. Of 70 patients, 57 per cent died and 43 per 
cent recovered following surgical treatment. 

From their own experience and that of other 
surgeons the authors conclude that the prognosis 
depends mainly upon the time elapsing before opera- 
tion, the extent of the anatomical lesion, and the 
degree of shock. The injury to the abdominal wall 
is usually minimal. 

At operation, a large incision should be made to 
allow careful inspection of the abdominal viscera. 
If major injuries to the mesentery are found, re- 
section of the involved bowel is usually the safest 
procedure as by this means the danger of later 
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hemorrhage, gangrene, stenosis, peritonitis, and 
mesenteric thrombosis is decreased. 
Joun Martin, M.D. 


McGregor, A. L.: Gravity Drainage of Pelvic Ab- 
scess. Brit. J. Surg., 1936, 24: 292. 


The author points out that rectal or vaginal 
drainage of an abscess in the pouch of Douglas is 
not always so simple, safe, or satisfactory as many 
practitioners believe. Of the 1o cases which he 
treated in this manner, the condition cleared up 
rapidly and uneventfully in 7, but serious complica- 
tions occurred in 3. In 1 of the latter, extensive 
extraperitoneal cellulitis developed as the result of 
spread of the infection through the opened para- 
metritic cellular tissue. In the second, a loop of 
bowel which lay free within an abscess cavity pro- 
lapsed into the rectal incision. In the third, severe 
cystitis was caused by the extension of infection 
from the drainage tract through the posterior 
bladder wall. In all of these 3 cases death resulted. 
In the first and second it was attributable to the 
complications resulting from drainage. 

The main risks are: (1) mistakes in treatment due 
to faulty diagnosis, and (2) injury to the small 
bowel. The author believes that if the diagnosis of 
pelvic abscess is the least doubtful, abdominal sec- 
tion should be performed. 

He gives the following rules with regard to pelvic 
drainage: 

1. Never operate unless the catheter has been 
passed on the operating table. 

2. Never drain through any but an opening 
exactly in the midline. 

3. Never stitch the drainage material to the 
anus, as this may cause the development of perianal 
infection. 

4. Never drain if the abscess bulges into the 
rectum or vagina on one side only. 

Artur S. W. Tourorr, M.D. 





GYNECOLOGY 


UTERUS 


Graves, R. C., Kickham, C. J. E., and Nathanson, 
I. T.: The Ureteral and Renal Complications 
of Carcinoma of the Cervix. J. Urol., 1936, 36: 
618. 


Ewing states that the natural termination of most 
cases of uterine cancer is uremia from occlusion of 
the ureters. Autopsy studies by Wagner, Williams, 
Faerber, Behney, and others have shown varying 
degrees of ureteral obstruction in from 65 to 85 per 
cent of fatal cases. The authors have studied 257 
cases of cervical cancer with regard to this condition. 
Postmortem examinations were made in 87. In the 
remainder, cystoscopic, retrograde pyelographic, and 
intravenous pyelographic studies, non-protein nitro- 
gen determinations, and phenolsulphonphthalein 
tests were carried out. Of the 257 cases, 16 were 
operable and 241 inoperable. Urological symptoms 
were variable and untrustworthy. Of 139 non- 
protein nitrogen determinations, 81 showed values 
over 40 mgm. per 100 c.cm. In 68 cases in which the 
phenolsulphonphthalein test was done, two-hour 
readings were below 20 per cent in 20. The other 
urological studies revealed a high incidence of ure- 
teral obstruction, often associated with dilatation or 
infection of the kidney pelves. The incidence of ob- 
struction found at autopsy was 79.3 per cent. The 
more extensive the disease in the pelvis, the higher 
the incidence of interference with ureteral drainage. 

The obstruction is due usually to carcinomatous 
infiltration and is situated from 4 to 6 cm. above the 
bladder. The authors believe that in some cases in 
which marked partial occlusion has already taken 
place edema following irradiation may precipitate 
complete obstruction. Occasionally the obstruction 
is due to late fibrosis. 

The authors are of the opinion that not enough 
attention is paid to the possibility of ureteral ob- 
struction, and that all cases of cervical cancer should 
be studied urologically from the prognostic and the 
therapeutic points of view. The treatment of such 
obstruction may consist of simple dilatation, ne- 
phrostomy, ureterostomy, or nephrectomy, depend- 
ing upon the circumstances. These measures should 
relieve the pain. Dante G. Norton, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Lundquist, B., and Runstrém, G.: Hysterosal- 
pingography. Acta obst. et gynec., Scand., 1936, 16: 
415. 


After reviewing the literature on hysterosalpingog- 
raphy the authors report their experience with this 
procedure in 55 cases. In 51 of their cases it was used 
on account of sterility, and in 4 for other reasons. 
They report also a case in which roentgenograms 
showed injection into the venous system. 


According to their experience, hysterosalpin- 
gography is extremely valuable. When the ir.dica- 
tions are carefully considered and the correct tech- 
nique is used, it is associated with very little risk 
and yields important information. In the cases of 7 of 
28 women with sterility who were free from patho- 
logical lesions it proved curative, pregnancy occur- 
ring within a few months. 

In cases in which pathological changes in the pel- 
vic organs are visible, the authors make the roentgen 
examination with the patient in the lateral, upright, 
and upside-down positions in addition to dorsal 
decubitus. This procedure has been found very 
satisfactory. 


Bernstein, P.: Tumors of the Ovary. Am. J. Obst. & 
Gynec., 1936, 32: 1023. 

In the cases reviewed by the author, the most 
common ovarian tumors, mentioned in decreasing 
order of frequency, were simple cysts, dermoid 
cysts, and papillary serous cancers. 

Seventeen and three-tenths per cent of the neo- 
plasms were malignant. Of these, 95 per cent were 
cancers and 5 per cent were sarcomas. 

Fifty-eight per cent of the patients were between 
twenty and forty years of age; 30 per cent over forty 
years; and 12 per cent under twenty years. Sixty- 
seven per cent of the cancers and 70 per cent of the 
sarcomas occurred in women over forty years of 
age. Of the total number of ovarian tumors, 31 per 
cent occurred in the fourth decade of life, 27 per cent 
in the third decade, and 19 per cent in the fifth 
decade. Simple cysts were most numerous in all 3 
of these decades. 

Seventy-five per cent of the tumors occurred in 
married women. Of these, 81 per cent were benign 
and rg per cent malignant. Forty-three per cent of 
the married women with ovarian tumors were 
parous. Thirty per cent of the malignant tumors 
occurred in parous women. 

In 54.3 per cent of the cases menstruation was 
normal; in 26.5 per cent hyperfunctional bleeding 
occurred; and in 17.9 per cent there was hypofunc- 
tional bleeding. The incidence of dysmenorrhea was 
only 15 per cent. 

In 76 per cent of the cases of ovarian cancer, 
metastases were found at operation. Eighty per 
cent of the metastases were due to papillary serous 
cystadenocarcinomas. Twenty-six per cent were 
found in the gastro-intestinal and peritoneal sys- 
tems, 16 per cent in the genital tract, and 11 per 
cent in the omentum. 

Pain occurred in 75 per cent of the cases, and 
gastro-intestinal symptoms, principally nausea and 
vomiting, in 10 per cent. 

In 18 per cent of the cases with pain, the pain was 
bilateral. In the others it occurred with about equal 
frequency on the right and left sides. 
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Twenty-one per cent of the tumors were bilateral. 
Forty-four per cent occurred in the right, and 35 
per cent in the left ovary. Fifty-five per cent of the 
malignant tumors were bilateral. 

Attention is called to the value of the sedimenta- 
tion test in inflammatory, degenerative, and infec- 
tious processes of the ovary. 

EDWARD L. CorNELL, M.D. 


Van Tongeren, F. C.: Pseudo-Pregnancy Caused by 
Lutein Cysts (Pseudo-gravidité par les kystes 
lutéiniques). Gynéc. et obst., 1936, 34: 350. 

The author reports 3 cases of pseudo-pregnancy 
caused by lutein cysts. The first was that of a nulli- 
para twenty-seven years old whose left ovary had 
been resected one year previously because it was 
cystic. When the patient consulted the author she 
stated that since the time of the operation her men- 
strual periods had been considerably shortened, the 
flow had been scanty, and she had experienced a 
sensation of heaviness and congestion in the pelvis. 
She presented characteristic signs of pregnancy such 
as a linea nigra, pigmentation of the nipples and 
areola, and the secretion of colostrum. On gyne- 
cological examination a cystic tumor about as large 
as an orange was found in the lower left quadrant of 
the abdomen. The uterus was of normal size and the 
Aschheim-Zondek test was negative. The possibil- 
ity of an ectopic pregnancy was considered, but one 
week later the patient had a normal menstrual flow 
and after one month all the signs of pregnancy dis- 
appeared spontaneously. A tentative diagnosis of 
lutein cyst was made. Operation was not performed. 

The second case was that of a secundipara forty- 
one years of age whose children had been delivered 
by cesarean section. When seen at the clinic, the pa- 
tient stated that she believed herself pregnant be- 
cause she had been amenorrheic for two consecutive 
months. Examination revealed a uterus about the 
size of a fist. The breasts showed marked hyperpig- 
mentation especially in the region of the areole, and 
colostrum could be expressed from the nipples. One 
month later the patient suddenly began to bleed 
from the vagina. As a spontaneous abortion was 
feared she was put to bed and an ice bag applied to 
the abdomen. The bleeding ceased temporarily, but 
subsequently recurred at regular intervals. Mean- 
while the uterus had reached the level of the umbili- 
cus. During one hemorrhage the patient experi- 
enced severe cramps and appeared about to go into 
shock. At laparotomy the uterus was found enlarged 
and a cyst about the size of a pigeon’s egg was dis- 
covered in the left ovary. The uterus was ampu- 
tated supravaginally and the left adnexa were re- 
moved. On subsequent pathological examination of 
the specimens the uterus was found empty. Micro- 
scopic examination failed to disclose any decidual 
reaction or any malignancy. Sections of the re- 


moved ovary showed the presence of typical lutein 
cells. 

The third case presented essentially the same 
clinical features as the two others. 

Concerning the treatment, Van Tongeren states 
that, when the diagnosis of lutein cyst has been made, 
surgical interference is indicated only in cases in 
which there are symptoms indicating mechanical in- 
terference or torsion. In the absence of such symp 
toms the treatment should consist in the administra- 
tion of ergot, folliculin, or Prolan A to promote 
menstruation. Ricwarp E. Soma, M.D. 


MISCELLANEOUS 


Aschheim, S.: Therapy with Ovarian Hormones 
(Therapie mit Ovarialhormonen). Tung-Chi, 1936, 
II: 239. 

The scientific bases of treatment with ovarian 
hormones are reviewed from the attempts at trans- 
plantation made by Knauer to the latest attempts 
made by Kaufmann at the Berlin Clinic. With the 
experiment of Kaufmann who, with progynon and 
proluton, obtained true cyclic changes in the uterus 
of a castrated woman, a conclusive stage seems to 
have been reached in the experimental investigation 
of ovarian hormones. 

In this article Aschheim reports for the first time 
his own results from the therapeutic use of ovarian 
hormones. In the cases of women with menopausal 
symptoms after physiological or operative termina- 
tion of ovarian function, good results are occasionally 
obtained with medium-sized doses, but sometimes 
only after the injection of 4 doses of 50,000 mouse 
units of progynon. Women who have been sterilized 
by roentgen irradiation for myoma or metrorrhagia 
should not be given ovarian hormones as the purpose 
of the roentgen irradiation was to place the ovaries 
at rest. Ovarian hormones have a favorable effect 
on arthropathies and neuralgias as well as kraurosis 
vulve, acne rosacea, and psoriasis. 

In amenorrhea, the results of treatment with 
ovarian hormones are best when there is no marked 
hypoplasia of the uterus. In the presence of pro- 
nounced uterine hypoplasia only very large doses of 
progynon given over a period of several months will 
be beneficial and permanent cure is not to be ex- 
pected. The author believes that ovarian hormone 
treatment finds its chief indication in cases of secon- 
dary amenorrhea. In oligomenorrhea, he gives 1,000 
mouse units by mouth in the first half of the cycle. 
The combination of progynon and proluton yields 
better results. Proluton alone is indicated only in 
cases of habitual abortion and persisting follicle. 
In treatment with large doses the author sees un- 
questionable progress which would be impossible 
with small doses. 

(H. Stecmunp). Leo A. JuHNKE, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Masram6n, A., and Pecorone, R.: The Qualitative 
and Quantitative Friedman Reaction (Fried- 
man cualitativa y Friedman cuantitativa). Semana 
méd., 1936, 43: 1393. 


The authors give a comprehensive and critical 
discussion of the qualitative diagnostic reactions 
for pregnancy; the history of the development of 
the quantitative methods and the advantages and 
disadvantages of each; and the Brindeau-Hinglais 
scale of hormonal concentration. They conclude 
that qualitative reactions are insufficient to differ- 
entiate between normal pregnancy, pathological 
pregnancy, and other conditions capable of pro- 
ducing a positive hormonal reaction. Only quanti- 
tative methods in which the rabbit is the reacting 
animal, as first developed by Friedman, are practical 
for general use. Friedman’s test is an important 
advance both in simplification of technique and 
facility of interpretation. Of the 3 different rabbit- 
units proposed by as many investigators, the authors 
regard the Brindeau-Hinglais (1932) unit as the 
simplest and most reliable. This is the smallest 
dose of hormone which, injected intravenously into 
a rabbit weighing 2,000 gm. produces at least 1 
hemorrhagic point in the ovary. 

The authors amplify the Brindeau-Hinglais scale 
somewhat to include the findings of other investi- 
gators. They state that it is in the transitional 
areas between the well-defined zones where further 
study, minute comparison between clinical and 
laboratory data, repetition of tests, and prudent 
diagnosis are indispensable. 

Reference is made to 90 cases in which the 
authors used the Brindeau-Hinglais method except 
that, in order to simplify the technique, they em- 
ployed urine instead of serum. The results agreed 
with those of Brindeau and Hinglais. Most of the 
tests were for conditions other than suspected early 
pregnancy and will be reported elsewhere, but a 
few histories of special interest are cited. Attention 
is called to a group of cases which demand further 
study: those of pregnancy with metrorrhagia and a 
high hormonic concentration, but without toxic 
symptoms. Hydatidiform mole was suspected, but 
was not found although there was marked prolifera- 
tion of the chorionic epithelium. 

The authors present graphs, tables, a photograph, 
and a bibliography. M. E. Morse, M.D. 


Frankl, O.: Placental Cysts (Ueber Placentacysten). 
Zischr. f. Geburtsh. u. Gynaek., 1936, 113: 190. 

The increase in our knowledge of the genesis, 
structure, and function of the placenta demands 
that previous theories regarding the structure and 
development of placental cysts be brought into har- 
mony with the newer teachings. 


? 
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The author describes 4 placentas with 1 or more 
cysts. He states that the site and origin of placental 
cysts are not uniform. Such cysts may develop even 
from dilated chorionic villi. Most of them occur be- 
neath the chorion and lift the amniotic layer into the 
amniotic cavity. Histological study of such cysts 
shows that, beneath the chorionic membrane, there 
is a border of trophoblast cells surrounding the cyst, 
usually with multiple layers, from which clumps of 
cells protrude into the lumen of the cyst. The base 
and side walls of the cyst consist of liquefied and 
fibrinoid degenerated trophoblast. Liquefaction and 
fibrinoid degeneration occur in every placenta nor- 
mally, especially where there is a piling up of tro- 
phoblast. Such piled up areas are represented by 
the septa, the intervillous nodules, and the sub- 
chorionic cell islands. The greater frequency of 
cyst formation in the subchorionic islands is due to 
the fact that the mechanical relationships in the 
basal and middle layers of the placenta are quite 
different from those in the subchorionic layers, and 
to the direction of the blood stream to which atten- 
tion was called by Spanner and the relative paucity 
of villi in the subchorionic layers. While the author 
admits the possibility of cyst formation from the 
chorionic layer, he doubts that it is frequent. 

(FRANKL). Leo A. JUHNKE, M.D. 


Crosman, A. M.: An Experimental Study of the 
Dissolution and Absorption of Retained Dead 
Fetuses. Am. J. Obst. & Gynec., 1936, 32: 964. 


Crosman describes an experimental method for 
study of the retrogressive changes which occur in 
retained dead fetuses in the rat. The initiation of 
the retrogressive changes in the dead fetus occurs 
early, within twelve hours after death. The respec- 
tive rates of dissolution of most of the formed 
elements of the fetus are uniform up to twenty-four 
hours. At the end of that length of time variation 
becomes apparent. 

Aside from described exceptions, the fetal struc- 
tures in fourteen-day rat embryos showing the 
greatest amount of dissolution and mentioned in 
order of decreasing degree of the change are: the 
capillaries; epidermis; ear; lens; retina; brain; 
esophagus; stomach; gonads, anterior spinal cord, 
metanephros; posterior spinal cord; intestines, liver; 
sclerotome and heart; and precartilage. 

Two types of dissolution are described as quite 
apparent in the early stages of retention: the 
“loose” and the “condensed.” In the later stages 
the distinctive characteristics of these types become 
gradually obscured. 

Evidence of a chemotactic influence of the re- 
tained material toward leucocytes of maternal 
origin during the early stages of retention is pre- 
sented. This chemotaxis is not apparent in the 
later stages. 
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In conclusion the author states that it is possible 
for a rat to become pregnant and to produce normal 
young while retaining a dead fetus. 

Epwarp L. Cornet, M.D. 


Renard, G.: Ocular Disturbances in Pregnancy 
(Troubles oculaires de la grossesse). Gynéc. et obst., 
1936, 34: 337- 

Renard believes that the eye reacts peculiarly to 
humoral, nervous, and vascular disturbances arising 
during pregnancy because of its vascularity and its 
innervation. In general, ocular disturbances asso- 
ciated with gestation may be classified according to 
the time of their appearance after conception. In 
early pregnancy they are probably due to toxic or 
nervous causes, whereas after the fourth month 
they are caused by more serious factors. 

During the first stage of pregnancy the most 
common ocular disturbances are slight fatigue and 
the appearance of spots before the eyes. In about 
83 per cent of cases the sensitivity of the retina to 
light has been found altered. Other disturbances 
are of sympathetic origin. There is a slight vago- 
sympathetic instability manifested by tachycardia, 
instability of the arterial tension, and inversion of 
the oculocardiac reflex. Some women develop a 
slight myopia of from 14 to % diopter. Another 
group experience more or less difficulty in reading 
and suffer from disturbances of accommodation and 
from hippus. Other conditions are paralysis of the 
extrinsic musculature of the eye and. disturbances 
of convergence. In these complications the nucleus 
of the oculomotor appears to be involved. In some 
cases the eyelids become pigmented whereas in 
others there is a diminution of the visual fields with 
bitemporal hemianopsia. 

In the second half of pregnancy other ocular dis- 
turbances are apt to develop. In the last few years 
there have been several reports of the occurrence o! 
papilledema, venous stasis, and peripapillary hem- 
orrhages without impairment of visual acuity. The 
fact that these conditions disappeared following lum- 
bar puncture proves conclusively that they are due 
to increased pressure of the cerebrospinal fluid. 

In the majority of cases of eclampsia retinal 
lesions occur. The most common is a retinitis of 
pregnancy which usually makes its appearance 
during the last four months. This is characterized 
by papilledema with venous dilatation, peripapillary 
hemorrhages, and white spots. It differs from 
albuminuric retinitis by absence of the white exu- 
dates disposed in a star-like fashion around the 
macula which are present in the latter condition. 
The retinitis of pregnancy usually has a poor prog- 
nosis as it almost always accompanies eclamptic 
convulsions. When this is the case the pregnancy 
should be interrupted. 

During the last few months of pregnancy some 
women develop an amaurosis due probably to in- 
volvement of the visual cortex. The prognosis of 
this condition is usually good. Cases of optic neuritis 
of pregnancy have been reported. 
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During labor, several visual disturbances may 
occur. The most important is a pulsating exoph- 
thalmos. This is due to an arteriovenous aneurysm 
in which the internal carotid artery communicates 
with the cavernous sinus. Its most common causes 
are labor and skull fracture. Its prognosis is very 
poor. 

Most ocular disturbances occurring in the puer- 
perium are due to infection. The most common is 
an iridochoroiditis which develops usually from an 
old infection. RicHarp E, Somma, M.D. 


Schumann, E. A.: Observations upon the Hemor- 
rhage of Pregnancy. New England J. Med., 1936, 
215: 811. 


From the standpoint of etiology and treatment 
the various types of uterine bleeding which occur 
during pregnancy must be classified according to the 
trimester in which they appear. 

In the first trimester, by far the most common 
cause of hemorrhage is threatened or inevitable 
abortion. Next, in order of decreasing frequency, are 
ectopic pregnancy, hydatid mole, persistence of men- 
struation, menstruation from one horn of a double 
uterus, uterine polyps, cervical erosion, and carci- 
noma. 

The hemorrhage in abortion may be copious, but 
the author has never seen a fatality after this acci- 
dent which could be ascribed to the hemorrhage 
alone. The differentiation of an incomplete or 
threatened abortion from ectopic pregnancy is often 
difficult. Of great importance in distinguishing an 
intra-uterine from an extra-uterine gestation is a 
carefully taken history. In the treatment of abor- 
tion, curettage is not often necessary but may be re- 
quired in the presence of persistent bleeding. Gen- 
eral supportive measures are usually sufficient. How- 
ever, the author frequently packs the vagina with 
gauze or cotton under precautions for asepsis and 
allows the pack to remain in place for twenty-four 
hours. On removal of the gauze, the products of 
gestation are frequently found free in the vagina. 
In the management of ectopic pregnancy prompt 
laparotomy upon establishment of the diagnosis is 
the usual rule. 

Hydatid mole can usually be diagnosed without 
difficulty. Its treatment consists of prompt and 
complete removal of the mole, preferably by ab- 
dominal hysterotomy under local anesthesia, or by 
way of the vagina. Periodical Friedman tests are 
an essential part of the follow-up because they per- 
mit early recognition of .a complicating chorion- 
epithelioma. 

In the second trimester, abortion still takes the 
lead as a cause of hemorrhage, but after the fifth 
month placenta previa must always be uppermost 
in the mind of the obstetrician. The classical sign 
of placenta previa is painless bleeding. This is 
often slight in amount at the first attack, but usually 
there are irregularly recurring hemorrhages of in- 
creasing severity. The diagnosis of placenta previa 
in the second trimester of pregnancy presents con- 
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siderable difficulty. Under these conditions the 
method of differentiation described by Ude and 
Urner is of value. This method consists in instilling 
about 40 c.cm. of a 12% per cent solution of sodium 
iodide into the empty bladder. In normal pregnancy 
the presenting head lies almost in contact with the 
bladder and the space between it and the bladder 
margin appears to be from 6 to 8 mm. wide. In 
placenta previa the mass of the placenta, with its 
concave border upward, lies between the fetal head 
and the bladder, separating them by a space of vary- 
ing width. As there is no expectant treatment of 
placenta previa, the pregnancy should be terminated 
as soon as the diagnosis is made. Whether this 
should be done by abdominal hysterotomy or by the 
induction of labor depends upon the degree to which 
the placental mass covers the cervical canal. If the 
child is viable, the problem is different and un- 
doubtedly the best prognosis for the mother and 
infant is offered by cesarean section. 

In the last trimester of pregnancy placenta previa 
and premature separation of the normally implanted 
placenta are the chief causes of uterine bleeding. 
Abruptio placente is characterized by hemorrhage 
which is not necessarily copious, but is always asso- 
ciated with pain of a more or less severe type. It is 
a serious complication. Both the maternal and the 
fetal mortality are exceedingly high. The only 
treatment is immediate delivery, by way of the 
vagina if the cervix is sufficiently dilated to permit 
forceps extraction, or by abdominal hysterotomy. 
When abdominal hysterotomy is necessary the 
uterus is often found so infiltrated with blood that 
hysterectomy must be done. 

Blood donors should be secured promptly for every 
woman who bleeds during pregnancy, and transfu- 
sions should be given early and repeated as often as 
necessary. GEORGE H. GARDNER, M.D. 


Dieckmann, W. J.: Blood and Plasma Volume 
Changes in Eclampsia. Am. J. Obst. & Gynec., 
1936, 32: 927. 

A concentration of the blood which may be rela- 
tive (below the average for the period of pregnancy) 
or absolute (less than the normal for the non-preg- 
nant woman) occurs in eclampsia. This can be 
demonstrated by blood and plasma volume deter- 
minations, but is demonstrated best by serial deter- 
minations of the hemoglobin, cell volume, or serum 
protein concentration. The change in concentration 
of these substances is not always parallel, but the 
direction of the change is usually the same. 

While concentration of the blood and plasma is 
not the cause of eclampsia, it is intimately associated 
with the convulsions, coma, oliguria, and the various 
cerebral, visual, and gastro-intestinal symptoms of 
the condition. Blood dilution is associated with 
clinical improvement manifested by diuresis, cessa- 
tion of the convulsions, restoration of consciousness, 
and a decrease in the temperature and pulse rate. In 
3 cases in which a permanent blood dilution could 
not be maintained death resulted. 
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Since the cause of eclampsia is unknown and the 
condition is accompanied by a concentration of the 
blood which may be so marked as to be incompatible 
with life, treatment which will dilute the blood 
should be instituted. Innumerable methods of treat- 
ment have been used. If the condition is mild, al- 
most any type of treatment, provided it has no mor- 
tality of its own, is efficacious. If the condition is 
severe, treatment which comprises control of the 
convulsions, dilution of the blood, and relatively 
early delivery must be instituted. 

Epwarp L. CorneE Lt, M.D. 


Peters, J. P., Lavietes, P. H., and Zimmerman, 
H. M.: Pyelitis in the Toxemias of Pregnancy. 
Am. J. Obst. & Gynec., 1936, 32: 911. 


It has long been recognized that elimination of 
urinary infection in the presence of obstruction of 
the urinary tract is difficult, if not impossible, and 
there is no reason to believe that in this respect a 
physiological obstruction is more benign than a 
pathological obstruction. 

Of 320 patients with toxemias of pregnancy, 41 
were found to have pyelitis. Of 25 with vascular or 
renal disease first manifested in pregnancy, autopsy 
revealed pyelitis and hydronephrosis or their 
sequele in 11. Of 93 with pyelitis complicating 
pregnancy, 25 developed hypertension or edema or 
both before termination of the pregnancy. The 
authors give their reasons for the belief that pyelitis 
in these patients was a major factor in the produc- 
tion of the toxemia. Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Caldwell, W. E., Moloy, H. C., and D’Esopo, A.: 
The Ro6le of the Lower Uterine Soft Parts in 
Labor. Am. J. Obst. & Gynec., 1936, 32: 727. 


The lower uterine segment and its fascial supports 
represent an active force determining the axis along 
which the fetal head descends through the pelvis. 
The maximum guiding influence of the lower uterine 
segment becomes evident only after definite dilata- 
tion of the cervix. 

The position of this axis is variable. The authors 
describe examples of descent through the fore- 
pelvis, the mid-pelvis, and the posterior pelvis. 

The clinical course of labor and the position of the 
head in relation to the type of pelvis depend upon 
the axis followed by the head. As the axis through 
which the head can descend depends upon the active 
forces of labor, the possibility of determining this 
axis accurately by roentgen examination is greater 
the later the examination is made. 

The authors believe that knowledge of the varia- 
tions in the fetal axis of descent will ultimately lead 
to an understanding of inertia and cervical dystocia 
and to correct treatment of these conditions. 

When labor does not progress normally a careful 
examination should be made to determine whether 
the head is descending in proper relation to the 
symphysis in front or the sacrum behind. Because 
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of the variability of the fetal axis of descent and its 
effect on the mechanism of labor, difficulty in labor 
cannot be foretold from linear or volumetric meas- 
urements alone. 

In the discussion of this report, PLass said that 
he found it difficult to believe that the soft tissues 
alter the position of the head. In his opinion, the 
position of the soft parts, that is, the lower uterine 
segment, is more likely to be determined by the con- 
figuration of the bony canal. He stated that in the 
‘‘unilateral lameness pelvis”’ the head accommodates 
to the change in the bony pelvis irrespective of the 
soft parts. Under the influence of the changes in- 
duced by pregnancy all malpositions of the uterus, 
including both the cervix and the body, tend to 
disappear. 

ALDRIDGE stated that he regarded it as doubtful 
whether the lower uterine segment remains suffi- 
ciently fixed in position as labor progresses to con- 
stitute an important factor directing the course of 
the fetal head. 

EHRENFEST and FARRAR said that in their opinion 
Caldwell is correct in assuming that the fascial 
attachments of the lower pole of the uterus influence 
the fetal head in its descent through the pelvis. 

Epwarp L. CorNneE.t, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Vagedes, M. B.: Urinary Retention in the Puer- 
perium (Ueber puerperale Ischurie). 1935: Muens- 
ter i. W., Dissertation. 


Of 5,000 puerperas, urinary retention occurred in 
70 (0.14 per cent). In those with spontaneous de- 
liveries its incidence was 0.83 per cent, and in those 
with operative deliveries, 4.78 per cent. 

As “‘puerperal ischuria’’ the author designates 
urinary retention which occurs immediately or 
shortly after delivery in the absence of previous 
genito-urinary disease. There are 2 types: (1) in- 
complete ischuria, in which spontaneous micturition 
occurs sooner or later, but some urinary retention is 
always present; and (2) complete ischuria, in which 
there is complete inability to urinate. The cause of 
the condition is a disturbance in the reflex arc be- 
tween the normal sensations of bladder fullness and 
emptiness. This disturbance is due to the pressure 
of the child’s head on the bladder and the sacral 
nerves during delivery. In addition, there are con- 
tributory factors, such as the increased capacity of 
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the bladder with consequent delay of the sensation 
of bladder fullness, the diminished elasticity of the 
musculature of the bladder wall, and possibly 
wound pain. Every case in which conservative 
measures do not obviate bladder catheterization 
in an average of from twenty-six to thirty hours 
after delivery is considered a case of ischuria. 
Schroeder’s expression of the bladder is rejected be- 
cause it is considered dangerous. Of the 70 cases 
which were observed, 3 could be explained on the 
basis of Esch’s theories regarding the cause of 
puerperal urinary retention. In 19 cases the urinary 
retention followed the use of forceps with episiotomy; 
in 2 cases, extraction with perineal injury; in 3 
cases, version and extraction; in 3 cases, manual aid 
in delivery; and in 27 cases, episiotomy and tearing 
of the perineum. In 3 cases, there was labial and vul- 
var edema; in 1 case, a labial hematoma; in 4 cases, 
misproportion between the fetus and the pelvis; and 
in 1 case, diastasis of the recti. In the remaining 
7 cases the ischuria was due to an increase of the 
influences which under normal conditions delay the 
emptying of the bladder physiologically. Psychic 
influences and puerperal changes inhibit the impulse 
which relaxes the sphincter. 

Cystitis was present in 10 of the 70 cases of 
ischuria, and in 7 was due to catheterization. 

(Kart Kocu). Jacos E. Kien, M.D. 


Bager, B.: Is the Sedimentation Reaction of Any 
Practical Importance in Complications During 
the Puerperium? Acta obst. et gynec., Scand., 1936, 
16: 387. 

The author studied the Fahraeus sedimentation 
reaction in the cases of 401 women immediately 
before and one week after delivery to determine 
whether this reaction is of any value in estimating 
complications arising during the puerperium. 
About half of the women were normal and the other 
half in various respects pathological. 

The physiological variations in the sedimentation 
reaction were found to be exceedingly marked and 
capricious both before delivery and during the first 
week of the puerperium. The reaction varied con- 
siderably also in apparently similar pathological 
cases.. The author therefore concludes that the 
sedimentation reaction in the first week of the 
puerperium is of practically no value even when it 
can be compared with the reaction immediately 
before delivery. 
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ADRENAL, KIDNEY, AND URETER 


Char, G. Y., Shih, H. E., and Wen, I. C.: Duplica- 
tion of the Kidney and Ureter. J. Urol., 1936, 
36: 305. 

The authors report 14 cases of duplication of the 
kidney and ureter and discuss the pathology, symp- 
tomatology, diagnosis, prognosis, and treatment of 
these anomalies. During the period from December, 
1930, and March, 1936, 12 cases of duplication of 
the kidney and ureter were diagnosed on the urologi- 
cal service of the Peiping Union Medical College 
Hospital. In no case was the anomaly bilateral. 
The ratio of male to female subjects was 1:5. 

The general belief that malformation predisposes 
to disease was found to be true in 7 of the cases re- 
ported. Stone and bacterial infection were found in 
4 cases each, and a tumor in 1 case. In none was 
tuberculosis discovered. In 2 cases the complicating 
pathological lesion—stone in one case and tumor in 
the other—was found, not in the ectopic kidney, but 
in the true kidney. Either ureter may become ob- 
structed by virtue of its position in relation to the 
surrounding structures. 

The subjective symptoms depend upon the path- 
ological changes and are usually referable to stasis, 
infection, stone, or ectopic insertion of the ureter. 
Pain is an outstanding symptom. ‘Tumor may cause 
hematuria. 

These conditions are usually diagnosed on cysto- 
scopic examination with accompanying pyelo- 
ureterography. In the female, incontinence of urine 
in spite of otherwise normal bladder function is 
pathognomonic of ectopic ureter. The prognosis of 
this condition is determined largely by the pathologi- 
cal character of the complicating lesion. The treat- 
ment must necessarily depend upon the urgency of 
the symptoms. The inconvenience may or may not 
be sufficient to warrant surgical intervention. 

Among the cases reported by the authors were 
the following 6: 

Case 1. A woman twenty-nine years of age gave 
a history of repeated attacks of pain in the left loin 
for three years and of the passage of small stones 
from the urethra six months prior to her admission 
to the hospital. Cystoscopic studies disclosed an 
ectopic kidney joined to the upper pole of the left 
kidney, and kinking of the ectopic ureter. Under ether 
anesthesia the ectopic kidney and ureter were re- 
moved. The result was good, and there has been no 
return of symptoms. 

Case 2. The patient was a woman thirty-seven 
years of age who had frequent attacks of pain in the 
right loin. An excretory urogram showed an ectopic 
kidney and ureter on the right side. Heminephrec- 
tomy with removal of the ectopic kidney and ureter 
was followed by normal convalescence. There has 
been no return of the symptoms. 
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Case 3. A woman thirty years of age complained 
of a dull aching pain in the left groin associated with 
frequency from which she had suffered for four years. 
Cystoscopic and urographic studies revealed com- 
plete duplication of the left ureter and kidney. A 
left heminephrectomy with removal of the ectopic 
kidney and ureter was followed by uneventful con- 
valescence and a satisfactory end-result. 

Case 4. The patient was a woman thirty-nine 
years old who, for three years, had had intermittent 
attacks of cutting pain in the lower part of the abdo- 
men associated with nausea, vomiting, and collapse. 
Four and a half years before she was seen by the 
authors one small stone had been expelled through 
the urethra. Five months previous to her examina- 
tion by the authors a cystostomy with removal of 
bladder stones was done, but stones in the left ureter 
could not be reached. The patient was referred to 
the authors for ureteral calculi. X-ray studies 
showed duplication of the left ureter with stones in 
the dilated distal portion. Under spinal anesthesia 
the old operative scar was opened up, the left ureters 
were located, and the stones were removed. Post- 
operative convalescence was uneventful except that 
the presence of colon bacilli in the urine from the left 
ureter necessitated kidney lavage. 

Case 5. The patient was a woman thirty-eight 
years old who stated that in 1928 she had passed a 
pea-sized stone and the next day suffered severe pain 
in the left flank which radiated to the left inguinal 
region and was accompanied by nausea and vomit- 
ing. X-ray examination showed stones in the blad- 
der as well as in the left kidney. During the follow- 
ing two years 7 or 8 stones were passed. The stone 
in the ureter was removed, but the bladder stone was 
not touched. When the patient was examined by 
the authors a palpable left kidney, cystitis, and 
secondary anemia were found. X-ray examination 
revealed one stone in the bladder and one in the left 
kidney. An excretory urogram showed a bifid renal 
pelvis and complete duplication of the ureters. As 
the normal kidney had been damaged by the pres- 
ence of a stone in the lower portion of the ureter, it 
was decided to remove that kidney and leave the 
ectopic kidney and ureter. Convalescence was un- 
eventful except for the occurrence of a pyocyaneus 
infection. This was readily controlled by acetic acid 
irrigations. 

Case 6. A woman twenty-one years of age gave a 
history of constant dribbling of urine as far back as 
she could remember. She was obliged to wear a 
perineal pad constantly although she voided normal- 
ly at regular intervals. On cystoscopic examination 
the bladder and ureteral orifices appeared normal. 
In the search for an ectopic ureteral orifice a small 
opening was found in the vagina to the right of the 
cervix. The injection of sodium iodide showed com- 
plete duplication of the right renal pelvis and ureter. 
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Heminephrectomy and partial excision of the ectopic 
ureter resulied in complete cure of the incontinence. 

Case 7. The patient was a girl fifteen years old who 
had had repeated attacks of hematuria for two and a 
half years. A firm globular mass which moved very 
little on respiration was found in the upper part of the 
abdomen on the right side. A pyelogram showed 
duplication of the right renal pelvis with evidences of 
tumor in the lower portion. As there were metas- 
tases about the tumor, nephrectomy was done. The 
postoperative convalescence was good, but recurrence 
and death resulted four years after the operation. 
The pathological diagnosis was papillary carcinoma. 

The article is concluded with the following sum- 
mary: 

Fourteen cases of duplication of the kidney and 
ureter are reported. 

The pathology, symptomatology, diagnosis, prog- 
nosis, and treatment are discussed. 

It is pointed out that in spite of the general belief 
that the upper ectopic segment is usually the site of 
disease, a complicating lesion may be found in either 
the ectopic or the normal segment of the kidney. 

From clinical and embryological studies it is con- 
cluded that as long as there are proper connections 
between the supernumerary kidney and its ureter, 
the kidney is capable of functioning like the normal 
organ. 

The findings in the reported cases tend to support 
the view that these anomalies develop as the result 
of a separate outbudding from the mesonephric duct 
or as a bifurcation of the original ureteral bud rather 
than from persistent mesonephric tubules and duct 
as claimed by Spitzer, Wallin, and Kraft. 

CrauDE D. Hotmes, M.D. 


Desjacques, R., and Boijeau, A.: Large Infarcts of 
the Kidney (Les gros infarctus du rein). Lyon chir., 
1936, 33: 645. 

Despite the fact that renal infarction has been de- 
scribed in detail from the anatomical, pathological, 
and etiological viewpoints, it has rarely been diag- 
nosed during life. Since it was first described by 
Rayer, comparatively few complete clinical or 
anatomical observations have been published. 

The authors review 34 cases collected from the 
literature and report a case of such infarction in a 
man fifty-two-years old who was suffering primarily 
from diffuse syphilitic aortitis. 

The microscopic picture of partial infarction of 
the kidney is that of a grayish triangle with its base 
toward the capsule and its apex toward the hilus. 
This island of tissue is sharply limited and sur- 
rounded by a reddish congested zone. The condition 
occurs more frequently in the left than the right 
kidney, but frequently both kidneys and the spleen 
are involved. 

Massive infarction due to complete obliteration of 
the large vessels produces a rapid increase in the 
size of the kidney followed by a return to its normal 
size within a few days and subsequent gradual 
atrophy. 
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The authors describe in detail the histological 
appearance of the infarcted areas both in the central 
portion and in the congested peripheral zone which 
is subdivided into a cellular and a vascular area. 
They describe also the progressive changes from the 
acute stage to the final cicatrization. 

In experiments on animals in which the renal vein 
on one side was ligated, 60 per cent of the animals 
died in from one to three days. In the remainder 
examination revealed a collateral venous circulation 
which, however, was not always sufficient to prevent 
necrosis of the renal parenchyma. Ligation of the 
renal artery after a short period of hyperemia pro- 
duced acute anemia, rapid necrosis, and massive 
atrophy. 

Obliteration of the vessels may be brought about 
by: (1) embolism, which is the most frequent cause, 
(2) thrombosis, or (3) spasm (debatable) 

Disease of the heart and aorta (endocarditis, 
myocarditis, aortitis, aneurism), disease of the 
peripheral vessels, acute and chronic infections 
(diphtheria, diarrhea, puerperal infection), trau- 
matism, and neoplasms may cause renal infarction. 

The most common symptom of the condition 
appears to be pain. The pain may be excruciating 
or negligible. It is usually lumbar, less frequently 
abdominal. The urine is often decreased in amount 
and contains albumin. Less often it contains blood 
and casts. It rarely shows white cells. In 7 of the 
cases reviewed a mass was felt in the lumbar region. 
Vomiting and shock are very frequent signs. The 
temperature is at first normal, but rises in a day or 
two. 

The authors describe 3 clinical types of cases: (1) 
those presenting the complete syndrome—pain, 
anuria or oliguria, albuminuria, and other secondary 
signs; (2) those of the pseudo-nephritic type, with 
radiating pain and vomiting, or of the peritoneal 
type, with pain, vomiting, shock, and abdominal 
signs; and (3) those in which the syndrome is incom- 
plete—one group with pain, and another with 
albuminuria, as the only manifestation of the 
condition. 

Renal infarction should be suspected when sudden 
violent lumbar pain with hematuria or other symp- 
toms occurs in persons suffering from a condition 
that is-capable of producing emboli. It must be 
differentiated from gastric crises, lead colic, mesen- 
teric thrombosis, splenic infarction, acute ileus, acute 
pancreatitis, perforation, disease or abnormality of 
the ureter, floating kidney, acute nephritis, pyelo- 
nephritis, pyonephrosis, hydronephrosis, and renal 
carcinoma. 

In the cases of small infants the prognosis is 
usually good, but depends upon the primary cause. 
Massive infarction followed by anuria is frequently 
fatal. 

The treatment is symptomatic. It should be 
directed toward relief of the pain, the re-establish- 
ment of urinary function, and the relief of heart 
failure. Nephrectomy is permissible after complete 
urological examination if the affected kidney has 
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ceased to function. In cases in which nephrectomy 
is impossible and those in which a large infarct is 
causing pain but there is still considerable renal 
function, decapsulation may be done. 

Marsu W. Poote, M.D. 


Campbell, M. F.: Vascular Obstruction of the 
Ureter in Children. J. Urol., 1936, 36: 366. 


Campbell reports 18 cases of vascular compression 
of the ureter in children. He states that the condi- 
tion is not uncommon. The vessels which produce 
the obstruction are congenitally anomalous. The 
important pathological feature is hydronephrosis 
which usually becomes infected sooner or later. The 
most common symptoms and signs are pain in the 
region of the kidney, pyuria, hematuria, a mass in 
the loin, and, with the advent of infection, fever. 
In the presence of infection a mistaken diagnosis of 
chronic pyelitis is often made. In its absence, the 
findings of urinalysis suggest chronic interstitial 
nephritis. The diagnosis is made by urography. 

The only treatment is surgery. If the kidney has 
not been destroyed, conservative surgery may have 
gratifying results. However, as the correct diag- 
nosis is often delayed, nephrectomy is frequently 
necessary. Henry L. SAnrorp, M.D. 


BLADDER, URETHRA, AND PENIS 


Langworthy, O. R., Dees, J. E., and Lewis, L. G.: 
Abnormalities of Micturition Due to Syphilis 
of the Nervous System. Am. J Syphilis, 1936, 
20: 364. 

The authors discuss some of the factors related 
to micturition in tabetic bladder, report their ex- 
perimental studies with regard to the neuropathol- 
ogy of this condition, report a case with vesical 
crises, and discuss other types of bladder abnor- 
malities due to syphilis of the spinal cord. 

Recently they made a graphic study of the filling 
of the bladders of over 200 patients with injuries 
of the nervous system. They found that involve- 
ment of certain groups of cells and fibers produced 
changes in the graphic records which were typical 
of the injury. This classification is obviously an 
anatomical one, and syphilis may produce any of 
these distinctive types of disturbance. 

Before graphically studying the vesical abnormal- 
ities of tabetic bladders, they made a graphic study 
of the bladders of a number of individuals with no 
disturbances of micturition and no abnormalities of 
the nervous system. They then attempted to re- 
produce the bladder changes associated with tabes 
in 39 female cats. To cause enlargement of the 
bladder following posterior root section they found 
it necessary to cut the second, third, and fourth 
sacral roots bilaterally. This operation was followed 
by complete urinary retention and a slow progressive 
increase in the size of the bladder due to the accu- 
mulation of urine which could not be expelled. Over- 
flow incontinence began after the fourth to the sixth 
day. Experiments have shown that section of the 
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posterior lumbar roots has no effect upon the ca- 
pacity of the bladder or upon normal micturition. 
The loss of tone in the muscle following section of 
the posterior sacral roots did not lead to vesical 
enlargement at once. The enlargement occurred 
gradually. Passive emptying of the bladder at fre- 
quent intervals postponed it. The smooth muscle 
of the bladder is similar to striated muscle in that 
it responds to stretch by reflex contraction. Its 
normal activity is dependent upon the integrity of 
a primary reflex arc. In tabes the afferent fibers 
entering the lower portion of the cord are damaged 
early, and the presence of vesical symptoms is not 
surprising. While the afferent fibers of bladder sen- 
sation lie in the lateral rather than the posterior 
columns, they fail to transmit the sensation of blad- 
der distention because of the damage to the pos- 
terior roots. Therefore the patient is unaware that 
the bladder is filled. 

In tabes, bladder symptoms such as hesitancy, 
feebleness of the stream, incontinence, frequency, 
and retention are present in from 80 to go per cent 
of cases. There may be a feeling that the bladder 
is not being emptied completely. Incontinence is 
noted only on sudden exertion such as coughing. 
Once infection occurs in a bladder so affected it is 
extremely difficult to control. Severe lancinating 
pain in the bladder, vesical crises, occur as the re- 
sult of irritation of the posterior sacral roots carry- 
ing vesical sensation. Absolute retention and abso- 
lute incontinence are rare. These vesical symptoms 
are dependent upon failure to recognize bladder dis- 
tention due to injury of sensory nerve fibers. There 
is some evidence that, in tabetics, there is a dis- 
turbance of sensation in the wall of the bladder; 
the response to pain and thermal sensation is lost. 
The amount of residual urine has a certain rela- 
tionship to the loss of pain sensibility. After sec- 
tion of the posterior spinal roots tone is lost in 
striated muscle supplied by those roots and the deep 
reflexes cannot be obtained. However, this im- 
mediate loss of tone could not be demonstrated in 
the bladder experimentally. 

The case reported by the authors was that of a 
man who suffered from urinary incontinence both 
day and night. By extreme abdominal straining 
the patient was able to void small amounts of urine 
in a small weak stream. The bladder pressure was 
2 cm. when the bladder was empty, 4 cm. when it 
contained 50 c.cm. of urine, and below 8 cm. when 
it contained 1,000 c.cm. of urine. The patient was 
able to develop a pressure of 60 cm. by making 
every effort to void, with great abdominal contrac- 
tion, but was unable to sustain it. 

The authors report also 3 cases of tabetic bladder 
in which, under antiluetic treatment for a number 
of months, the ability to empty the bladder im- 
proved and the appearance of the graphic record 
approached normal. 

Vesical crises are relatively uncommon, but there 
is hyperesthesia of the posterior urethra or of the 
floor of the bladder. he pain may be so severe 
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that it is controlled by sedatives only with difficulty. 
The external sphincter of the tabetic bladder offers 
considerable resistance to the passage of a catheter 
and is often referred to as the ‘‘spastic external 
sphincter.” In 1926, Myers suggested that the loss 
of tone in muscles and ligaments allows the bladder 
to sag and causes a kink in the urethra in its mem- 
branous portion. 

Tabetic bladders have a characteristic fine fibril- 
lary type of trabeculation, somewhat resembling the 
papillary muscles of the heart. These trabeculations 
do not appear on the trigone or in the dome of the 
bladder. Barney suggests that the trabeculation 
may be recognized before there are any symptoms 
ot vesical dysfunction. Kolb noted that the rhythmi- 
cal ureteral spurts of urine are sluggish or absent. 

The deaths of many tabetics may be attributed 
directly to vesical infection. In the early stages of 
the disease, if the bladder is not infected, the pa- 
tient may be entirely relieved by vigorous anti- 
luetic therapy. Bladder instrumentation should be 
avoided. However, Barney contends that the resid- 
ual urine should be removed daily with a catheter 
as any infection which develops will be mild, and 
he advises the use of urinary antiseptics throughout 
the remainder of the patient’s life. Function is im- 
proved by re-education similar to the Fraenkel ex- 
ercises for the legs. 

Section of the sympathetics to improve vesical 
function in cases of tabetic bladder is still in the 
experimental stage. Damage to one or both cortico- 
spinal tracts produces characteristic changes of 
micturition. Although tabes is the most common 
cause of syphilitic damage to the cord, there are 
cases in which the lesions are dependent upon 
thrombosis of spinal arteries or meningomyelitis or 
both. CLaupE D. Hoimes, M.D. 


Heitz-Boyer, M.: Lesions of the Neck of the Bladder 
in the Female (La maladie néoformante du col de 
la vessie chez la femme). J. d’urol. méd. et chir., 
1936, 42: 210. 

The author reviews his fifteen years’ experience in 
the diagnosis and treatment of lesions of the female 
urethra. He deplores the fact that physicians, in- 
cluding urologists, have been so reluctant to recog- 
nize urethral lesions as a cause of persistent and re- 
current vesical irritability in women. 

He designates vesical irritation due to such a 
cause as “cystitis with a clear urine” or ‘‘mechanical 
cystitis.”” In many cases the diagnosis can be made 
on the basis of a history of recurrent vesical distress 
with negative urinary findings. The 3 local symp- 
toms are frequency, pain in the region of the bladder 
or urethra, and nocturia. One of the chief general 
symptoms is nervousness, which may progress to the 
point of a psychosis. 

A urethroscope developed by the author is de- 
scribed in detail. It has a flexible tip to facilitate its 
introduction. A double fenestra with a rotating 
observation telescope makes possible inspection of 
opposite urethral areas without rotating the entire 
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instrument. The author describes also oblique and 
retrograde lenses and appropriate electrodes for 
destruction of the urethral lesions. 

He discusses in detail the following lesions of in- 
flammatory origin occurring in the deep urethra: 
(1) pedunculated and sessile polypoid masses, (2 
cysts, (3) edematous lesions, which may be hard, 
with saw-like edges, or soft, forming bulbous vesicles 
(4) angiomatous or pseudo-angiomatous lesions 
which project only slightly; and (5) minute abscesses. 

He states that more than one lesion may be 
present. He emphasizes that these lesions can be 
diagnosed accurately only by careful urethroscopic 
examination. The urethral examination should in- 
clude careful inspection of the distal urethra, where 
infected pockets, infected Skene’s ducts, or a hidden 
caruncle may be the cause of bladder irritation. 
Routine investigation of the kidneys by excretory 
urography in cases of bladder irritation may prevent 
serious diagnostic error. Renal and ureteral lesions 
may be associated with lesions in the urethra. Blad- 
der function may be seriously affected also by 
urethrocele and cystocele. 

As treatment of such lesions the author recom 
mends their destruction with a weak coagulating 
current. He believes that this treatment is much 
more efficacious and yields more permanent relief 
than the application of silver nitrate. He cautions 
against the use of too strong a current. For certain 
cases he recommends a method of electrical curet- 
tage of the deep urethra. In nearly all of his cases 
fulguration was followed by the use of an indwelling 
catheter for from five to seven days or longer. Relief 
of symptoms may be immediate or delayed for 
several weeks. The ultimate results are very 
gratifying. LEANDER W. Ripa, M.D. 


Bothe, A. E.: Roentgen Therapy in the Treatment 
of Bladder Tumors. J. Urol., 1936, 36: 643. 


Bothe discusses results of pre-operative roentgen 
therapy in 2 cases of benign papilloma, 16 of papil- 
lary carcinoma, and 4 of infiltrating carcinoma of 
the urinary bladder. He states that accurate locali- 
zation of the tumor is important. This may be 
accomplished by cystoscopic and pneumocysto- 
graphic studies. The number of r units to be given 
through each of the 6 portals is discussed. 

In the reviewed cases the amount of regression 
occurring under the irradiation treatment was 
encouraging. Bothe concludes that pre-operative 
roentgen therapy, although making operation more 
difficult, will probably reduce the incidence of tumor 
recurrence. FRANK M. CocHems, M.D. 


MISCELLANEOUS 


Helmholz, H. F., and Osterberg, A. E.: The Rate of 
Excretion and Bactericidal Power of Mandelic 
Acid in the Urine. J. Am. M. Ass., 1936, 107 
1794. 


The authors report their findings with regard to 
the rate of excretion of mandelic acid following its 
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oral ingestion by man and the intravenous injection 
of its sodium salt into dogs. They present also their 
observations regarding the concentration of acid 
and the pH necessary for the urine to possess bac- 
tericidal activity against numerous strains of organ- 
isms isolated from the urine of individuals with in- 
fections of the urinary tract. 

Che first series of experiments was carried out 
with urine from patients who received sodium 
mandelate. The concentration of mandelic acid in 
the urine varied from 0.25 to 1.1 per cent. It was 
found that at a pH of 5.0, a concentration of 0.25 
per cent of mandelic acid is bactericidal for most 
organisms; at a pH of 5.3, a concentration of 0.5 
per cent is bactericidal; and at a pH of 5.7, a con- 
centration of 1.0 per cent is bactericidal. Just as is 
true of the bactericidal action of beta-oxybutyric 
acid, the lower the pH the lower the concentration 
of mandelic acid necessary for bactericidal action. 
In a series of experiments in which a 1.0 per cent 
concentration of mandelic acid was added to normal 
urine and in a series in which the acid was excreted 
in the urine in a concentration of 1.0 per cent after 
its administration by mouth, the bactericidal action 
corresponded very closely. 

In the great majority of urinary infections the 
organisms are of a bacillary type and in large meas- 
ure are escherichia coli, aerobacter, proteus, and 
pseudomonas. It was this group which was studied 
intensively. Ten strains of escherichia coli, ro of 
aerobacter, 5 of proteus ammoniae, and 5 of pseu- 
domonas were tested with concentrations of 0.25, 
0.5 and 1.0 per cent mandelic acid at a pH varying 
from 5.0 to 5.7. All of the strains of escherichia coli 
and of proteus were killed at the same concentra- 
tions of acid and at the same pH. The 10 strains of 
aerobacter could be separated definitely into a 
group of 3 strains which were killed under the same 
conditions of concentration of acid and of pH as the 
escherichia coli and into a group of 7 strains which 
were killed only when the pH of the urine was the 
same as that necessary to kill escherichia coli but 
the concentration of acid was higher, or when the 
pH of the urine was lower and the concentration of 
mandelic acid remained the same. 

The bactericidal effect of mandelic acid has not 
been studied on a large series of coccus organisms, 
but several strains of staphylococci have been tested 
out in individual experiments. In a general way 
they were found to correspond, in respect to their 
vulnerability, to the bacillary group. Clinically 
also 2 patients have been freed from infection with 
streptococcus faecalis by treatment with mandelic 
acid. 

The authors draw the following conclusions: 

1. By oral administration of sodium mandelate, 
concentrations of the acid varying from 0.25 to 1 


per cent can be obtained readily in the urine. In 
this range of concentration the acid will act bac- 
tericidally on most organisms at a pH ranging from 
5.0 to 5.7. 

2. Certain strains of aerobacter and pseudomonas 
are far more difficult to kill than is escherichia coli. 


Cook, E. N., and Buchtel, H. A.: Mandelic Acid in 
the Treatment of Infections of the Urinary 
Tract. J. Am. M. Ass., 1936, 107: 1799. 


The authors have been using mandelic acid or its 
derivatives in the treatment of infections of the 
urinary tract for twelve months. The results have 
varied. In their earlier work this treatment was 
found efficient in approximately 50 per cent of 
cases, but later experience has shown that, with 
more careful management, the results may be im- 
proved. One ounce (30 c.cm.) of a 10 per cent 
solution of sodium mandelate was given before 
meals and at bedtime. On this regimen the patient 
received 12 gm. of the drug daily. In order to render 
the urine acid, either ammonium nitrate or am- 
monium chloride was given in doses of from 4 to 6 
gm. daily. ‘To prevent dilution of the urine the 
patients were instructed to limit their daily intake of 
fluid to 5 glasses. Of 75 patients given this 
treatment, the urine of 61 (81 per cent) was rendered 
sterile. 

Recently the ammonium salt of mandelic acid 
has been prepared in a 4o per cent syrup solution. 
This has proved very efficacious. Of 12 cases in 
which it was used, the urine was sterilized in rr. 
In 1 case ammonium nitrate was necessary to bring 
about the desired acidity of the urine. 

Offhand it may seem that this form of therapy is 
extremely simple; that all the physician has to do 
is to write a prescription for mandelic acid and an 
acidifying drug and cure is assured. However, this 
is not the case, for unless the physician is alert in 
his management of the case and checks the pH of 
the urine daily he will be greatly disappointed in 
the results. 

The urological indications for the use of mandelic 
acid are the same as those for use of the ketogenic 
diet. To date, bacillary infections are readily 
attacked by this form of therapy while coccic in- 
fections are not. 

Most of the authors’ patients have taken mandelic 
acid or its derivatives without untoward effects. 
Fewer than 1 per cent have experienced nausea or 
vomiting. While diarrhea occurred in approximately 
I in 10 cases, it was usually of a mild character. In 
a few cases, however, from 8 to 14 stools were passed 
a day and administration of the drug had to be 
stopped for a while. In such cases the treatment 
was resumed later with decreased dosage and there 
were no further ill effects. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Gill, A. B., and Stein, I.: Bone Metabolism: Its 
Principles and Its Relations to Orthopedic Sur- 
gery. J. Bone & Joint Surg., 1936, 18: 941. 


Bone may be affected by such local conditions as 
disuse, injury, and infection, and by general con- 
ditions such as toxemia, anemia, and malnutrition. 
The humoral changes are chiefly variations from the 
normal of the serum calcium and phosphorus which 
are essential for calcification and are present nor- 
mally in the blood serum in the ratio of 10:4. Their 
normal concentration in the plasma depends upon 
their adequate intake in the diet, proper hydrogen- 
ion concentration of the intestinal contents, the 
presence of magnesium in the blood, and an ade- 
quate supply of Vitamin D. The dietary ratio for 
optimal absorption is 3 parts of calcium to 5 parts 
of phosphorus. Acidity of the intestinal contents 
aids absorption as does Vitamin D. The latter also 
controls the level of concentration of calcium and 
phosphorus in the blood along with parathormone 
(the secretion of the parathyroid gland), each of 
which tends to inhibit the action of the other. Un- 
opposed Vitamin D raises the serum phosphorus 
and lowers the serum calcium while unopposed pa- 
rathormone produces the opposite effect. The solu- 
bility of calcium phosphate is influenced by: (1) the 
hydrogen-ion concentration and carbon-dioxide ten- 
sion of the plasma, (2) proteins and magnesium salts, 
and (3) phosphatase, an enzyme found in bone, 
kidney, intestines, and other organs which liberates 
free phosphate ions from hexose phosphates. 

Generalized osteitis fibrosa cystica is characterized 
by high serum calcium and phosphatase and low 
serum phosphorus. Bone and joint pains, decreased 
neuromuscular response, asthenia, anemia, gastro- 
intestinal disturbances, polydipsia, and polyuria are 
characteristic symptoms. Generalized osteoporosis 
with or without osteofibrosis is the basic pathologi- 
cal finding. Multiple bone cysts and “tumors” and 
“metastatic” calcification of the kidneys and other 
organs are late but not infrequent changes. These 
may be due to excess parathormone secretion as 
they can be reproduced in experimental animals by 
the injection of excess parathormone over a long 
period. Therefore parathyroidectomy should arrest 
and brjng about recovery from the disease. Para- 
thyroid adenomas have been removed in over 100 
cases with arrest of the process. Excess amounts of 
calcium, phosphorus, and Vitamin D in the diet 
will also counteract the abnormal metabolism. 

Hyperparathyroidism produces a phosphate diur- 
esis. Consequently bone is decalcified. Fibrosis and 
cyst formation will follow if the condition is pro- 
longed. Parathyroid adenomas are the usual cause, 
and their excision is the treatment of choice. 


In hypoparathyroidism phosphates are retained 
and the output of urine is decreased. The excess 
phosphate is excreted into the colon where calcium 
is precipitated. As a result, the serum calcium is 
decreased and occasionally tetany (parathyroido. 
privea) develops. The production of diuresis by 
sodium chloride or the addition of magnesium or 
strontium will raise the serum calcium. 

Renal rickets is said to develop on the primary 
basis of kidney damage. Retention of phosphates 
occurs and, as in hypoparathyroidism, the serum 
calcium is reduced. It is believed that the para- 
thyroid then becomes hyperplastic in response to 
the calcium deficiency. Generalized decalcification 
is frequent. Dietary treatment with excess calcium 
and phosphorus and an adequate supply of Vitamin 
D will counteract the hypoparathyroidism and as- 
sist in recalcification of the bones. Some authorities 
advise excision of the hyperplastic thyroids. 

Rickets and osteomalacia are caused by a reduc- 
tion of lime salts with a relatively low phosphorus, 
high calcium, and low Vitamin D intake. The 
treatment consists in giving Vitamin D, calcium, 
and phosphorus in the proper ratio in the diet. 

Osteitis deformans (Paget’s disease) presents typi- 
cal deforming bone changes which are demonstrable 
by the roentgenogram and is characterized clinically 
by bone pain, joint stiffness, local heat and tender- 
ness, and myotonia. The blood shows a high 
phosphatase content. There is sometimes a mod- 
erate retention of calcium and phosphorus and often 
of magnesium and sulphur. There is no evidence 
to connect this disease with parathyroid dysfunc- 
tion. A diet low in phosphorus and calcium and 
high in magnesium has been found to decrease the 
blood phosphatase, lessen the calcium and phos- 
phorus retention, relieve the symptoms, and cause 
a reversion of the bone picture demonstrable in the 
roentgenogram. Care must be taken to prevent 
magnesium intoxication. 

Osteogenesis imperfecta is apparently a congenital 
defect not associated with parathyroid dysfunction 
or abnormal calcium and phosphorus metabolism. 

The authors report a case of cystic bone disease 
in which the results of parathyroidectomy performed 
twice were only fair until a diet with a high content 
of Vitamin D, calcium, and phosphorus was given. 
When this diet was not adhered to relapses occurred. 
The case history is supplemented with numerous 
roentgenograms. Rupovpu S. Reicu, M.D. 


Mommsen, F.: Investigations Regarding the Stat- 
ics in Paralyses of the Abdominal and Spinal 
Musculature (Untersuchungen ueber die Statik 
bei Bauch- und Rueckenmuskellaehmungen). Zésciir. 
f. Orthop., 1936, 65: 155. 


According to theoretical investigations regarding 
the static functional importance of the physiological 
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curvatures of the spine which, from the standpoint 
of embryology, are to be regarded as the end-result 
of the struggle between the upright position and the 
organs of locomotion on the one hand and the 
respiratory apparatus and visceral functions on the 
other, it has been established that, in the female, the 
third lumbar vertebra, the chief rotation point of the 
abdominal centers, lies somewhat more posteriorly 
than in the male. This observation is in agreement 
with the further changing of the shape of the pelvis 
of the female by the development of her reproductive 
organs and the burdens imposed by pregnancy 
which, after multiple births, may frequently lead to 
the phenomenon of overburdening of the spine, 
namely, lumbago. 

The tension which holds the spine erect is due not 
only to the extensor muscles of the back, but also 
to the elasticity of the thoracic cage and the pull of 
the urinary bladder. There is no completely normal 
type of posture. First one, and then another, com- 
ponent plays a role in determining the shape of the 
spine in the various types of body structures and 
their differences in posture. The hip, abdominal, 
thoracic, and cervical centers are interdependent 
and maintain themselves according to the inclination 
of the pelvis and the sacral surface. To demonstrate 
this, the author fastened an angularly bent wire 
indicator to the posterior surface of the sacrum with 
adhesive plaster. In the free systematic attitude the 
inclination of the sacral indicator to the horizontal 
was 43 degrees and could be decreased to 18 degrees 
by voluntary pelvic inclination. The adoption of the 
“extended” military position, which is obtained by 
tension of the transverse and oblique abdominal 
muscles and forward inclination of the body at the 
ankle joints, increased the angle of inclination of the 
sacral indicator up to 46 degrees. As the pubospinal 
planes vary within these limits in normal persons, 
they cannot be regarded as a faultless standard of 
measure for malposture in the abnormal. Indicative 
of the latter are only the grosser deviations which 
can be determined with the “‘3-plane” measuring 
instrument of Biesalski. 

The author therefore distinguishes ‘‘rigid’”’ and 
“relaxed”? body types and many intermediate ha- 
bitual body postures. By photographs of children 
with paralysis of the trunk muscles, whose spinous 
processes were indicated by markers, he shows that 
the usual posture assumed by paralytics closely 
resembles the relaxed posture of normal individuals. 
However, the distention of the abdomen in paralysis 
of the abdominal muscles seems to depend not only 
upon the paralysis, but also upon defective function 
of the intestines. Moreover, the hyperextension of 
the hip joint and the transition of the spinal column 
to the final position supported by ligaments, with an 
increased lumbar bend at the transition of the 
sacrum to the lumbar spine, are evident. Just as, 
according to the law of functional adaptation, the 
biological stability of form of the foot plays a rdéle 
in the development of flat-foot, so too the changing 
of the form of the spine depends in the final analysis 


395 


on its biological stability of form. Therefore in cases 
of simultaneous paralysis of the trunk and hip mus- 
cles a corrective torso support with a pelvic band is 
of value since, by the anterior abdominal lacing and 
the posterior elastic tension of such a support the 
lumbar lordosis is decreased. 

From a comparison of 5 cases of paralysis, which 
he reports, with the observations of Duchenne, 
Mommsen concludes that Duchenne’s assumption 
that lumbar lordosis is always directly proportional 
to the weakness of the extensor muscles of the 
lower part of the back is incorrect. Of much more 
importance in the development of spinal curvature 
is the condition of the hip muscles, the breaking 
down of the vertebrz, and the “‘stability of form”’ 
of the spine. (DuNcKER). Jerome G. FrnpEr, M.D. 


Stewart, D.: An Experimental Study of the Return 
of Function After Tendon Section. Brit. J. Surg. 
1936, 24: 388. 

The gait of cats before and after resection of 1% in. 
of the Achilles tendon in both hind legs was recorded 
by the author by taking motion pictures. It was 
found that, a week after the operation, the affected 
feet were completely plantigrade and the entire 
hind-quarters stiff and inefficient. Three weeks after 
the operation the legs were more efficient, but the 
feet were still plantigrade. After six weeks the gait 
was normal. 

The animals were then sacrificed and the tendons 
examined histologically. Grossly, the cut tendons 
had united and moved freely in a sheath. Micro- 
scopically, the tissue which had filled in the resected 
portion resembled normal tendon very closely. 
However, the direction of the fibers was not quite 
parallel, there was a wavy appearance in the longi- 
tudinal section, the cells were much less compressed 
from side to side than those in normal tendon, and 
the separation into bundles was not so marked in 
normal tendon. 

While some observers have said that the repair 
tissue is connective tissue scar and not true tendon, 
the findings of these experiments indicated that 
regeneration of true tendon tissue had occurred. In 
a guinea-pig the repair tissue examined four months 
after the operation could not be distinguished from 
normal tendon. WILLIAM ARTHUR CLARK, M.D. 


Thomsen, W.: Tennis Arm—Epicondylitis humeri 
(Ueber den Tennisarm—Epicondylitis humeri). 
Muenchen. med. Wchnschr., 1935, 2: 1804. 

The syndrome of epicondylitis humeri is not uni- 
form. Like that of hallux rigidus or valgus, it in- 
cludes a series of stages. The epicondylitis begins 
with involvement of the extensor muscles of the 
forearm. Detailed examinations have shown that, 
foremost among these, the extensor digitorum com- 
munis is affected. By Hohmann’s operation it has 
been demonstrated repeatedly that this muscle in 
particular is involved. Special involvement of the 
long extensors of the fingers seems to be proved by 
the fact that passive flexion of the wrist with the 
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fingers extended causes no pain, whereas closure of 
the fist, whereby the extensor digitorum communis 
becomes markedly stretched, is painful. Because 
of the especially thick fascia which surrounds this 
muscle as compared with the other extensor muscles 
of the forearm, there is also a disturbance of the cir- 
culation in this muscle. 

Before treatment, a detailed examination of the 
long extensors of the fingers should be made and a 
roentgenogram taken. If only the musculature is 
involved and neither pressure pain nor localized 
pain at the epicondyle occurs on extension, immedi- 
ate operation is contra-indicated. The hand and 
forearm should be immobilized on a Cramer splint 
without fixation of the elbow. The splint must pass 
beyond the fingers to bring them into hyperexten- 
sion. In cases in which the presence of severe in- 
flammatory processes is assumed, dressings mois- 
tened with water and alcohol or antiphlogistine 
compresses should be applied. In such cases mas- 
sage is contra-indicated. In other cases hot air and 
massage may be employed at the onset and in the 
chronic course of the condition. If all conservative 
measures fail, the Hohmann operation should be 
performed. 

Histological examination of small pieces of the 
tendinous insertions of the long extensors of the 
fingers which were removed at operation showed the 
picture of an inflammatory irritation of the muscula- 
ture. Inflammation leads to a shrinkage which pro- 
gressively interferes with muscle relaxation. 

Precautions should be taken to prevent the condi- 
tion. At the beginning of instruction in tennis, train- 
ing and practical exercises in massage should be 


given. There should be no hyperextension of the 
extensor group of muscles. A spastically tight hold 
on the racket should be avoided, and the grip should 
be frequently relaxed at rest intervals. A relation- 
ship of epicondylitis humeri to an accident is to be 
recognized only when considerable force was ex- 


erted and not after minor injuries. The “tennis 
elbow” of tennis players may be considered an occu- 
pational disease. 

(W. PoHLe). Jerome G. FINDER, M.D. 


Hampton, A. O., and Robinson, J. M.: The Roent- 
genographic Demonstration of Rupture of the 
Intervertebral Disk into the Spinal Canal After 
the Injection of Lipiodol. Am. J. Roenigenol., 
1936, 36: 782. 


After discussing important improvements in the 
technique of lipiodol injection into the subarachnoid 
space and in the interpretation of the roentgen find- 
ings as an aid in differential diagnosis, the authors 
report the roentgen findings following lipiodol injec- 
tion of the subarachnoid space in 50 cases in which 
operation was done for the relief of symptoms of 
spinal cord or nerve-root compression caused by the 
protrusion of a portion of an intervertebral disc into 
the spinal canal. In the majority of the cases the 
lesions were unilateral ruptures of the lower lumbar 
discs producing no significant block and associated 


INTERNATIONAL ABSTRACT OF SURGERY 


with clinical findings almost indistinguishable from 
those of low back strain, sacro-iliac disease, sciatica, 
or a related condition. The majority of the patients 
were males ranging from twenty to forty-five years 
of age. Conservative methods of therapy were used 
before the lipiodol injections and operations. Of 30 
lesions in the lumbar area, 36 were ruptures of 
the fourth and fifth lumbar discs. Rupture of the 
fourth lumbar disc was twice as frequent as rupture 
of the fifth. In all but 1 of the 31 cases treated during 
the past three years it was possible to demonstrate 
the presence of a lesion. The diagnosis of ruptured 
intervertebral disc was made accurately in 23 cases. 

A rupture of the fifth lumbar disc will not com- 
press the fifth lumbar root because this root leaves 
the vertebral canal above the fifth lumbar disc, but it 
will compress the first sacral root as the latter crosses 
the fifth lumbar disc. The authors demonstrate these 
facts by roentgenograms and by drawings of opera- 
tive findings. 

The findings in the usual roentgenograms, the 
technique of lipiodol examination, the correlation of 
the surgical and roentgen findings, a study of the 
anatomical relations of the nerve roots, and an ex- 
planation for variations in the normal picture after 
the injection of lipiodol in this area are presented, 
and a method of interpretation based on identifica- 
tion of the individual nerve roots is described. The 
authors conclude that roentgen examination of the 
subarachnoid space following its injection with lipio- 
dol is of definite importance in the differential diag- 
nosis of all symptom-producing ruptures of the inter- 
vertebral discs into the spinal canal, and of para- 
mount importance in the differential diagnosis of 
unilateral lumbar ruptures accompanied by low 
back pain with “sciatic’’ radiation. 

A correlation of the clinical, laboratory, and roent- 
gen findings after the injection of lipiodol should 
permit an accurate pre-operative diagnosis of pos- 
terior rupture of the intervertebral disc in nearly 
every case. Ropert P. Montcomery, M.D. 


Blumensaat, C.: The Inflammatory Diseases of 
the Patella (Die entzuendlichen Erkrankungen der 
Kniescheibe). Ergebn. d. Chir., 1936, 29: 310. 

In presenting a detailed review of the literature, 
the author states that little is known about inflam- 
matory diseases of the patella, and that, particularly 
in textbooks and manuals, these conditions are 
barely mentioned. 

Primary hematogenous osteomyelitis of the pa- 
tella is rare. In the world literature only 22 cases 
have been reported. To these the author adds an- 
other case, that of a boy five years of age. The very 
acute, highly febrile onset is characteristic. The con- 
dition is very apt to be confused with acute prepa- 
tellar bursitis. However, in the latter condition the 
knee is held fixed in extension whereas, in a primary 
suppurative inflammation of the knee, a flexion con- 
traction usually occurs. In the majority of the 
cases reported it was assumed that the condition was 
of traumatic origin, but the data recorded did not 
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bear out this assumption. Against a traumatic origin 
is the fact that, while the patella is very often sub- 
ject to injury, osteomyelitis of the patella is very 
rare. This is explained by the very poor blood sup- 
ply of the patella. 

The conservative treatment formerly employed in 

cases of osteomyelitis of the patella was incorrect. 
Operation should be done as soon as possible in or- 
der to prevent rupture of the process into the knee 
joint. If the diagnosis is made and treatment is 
given early, the prognosis as regards function is 
rood. 
, Secondary osteomyelitis of the patella due to 
articular empyema is common. The author cites 
the only case so far to be recorded of secondary 
osteomyelitis of the patella originating from a pre- 
patellar bursa. 

Primary tuberculosis of the patella is considerably 
more common than osteomyelitis. Its characteristic 
features are an insidious onset, a circumscribed point 
of tenderness, and a doughy swelling of the prepatel- 
lar region or the entire region of the knee joint with 
only very slight rises in the temperature. Usually 
the condition goes on to fistula formation and in- 
volvement of the knee joint. The roentgenogram 
shows an atrophic, indistinct bony structure with a 
structureless indistinctly outiined focus. In the 
course of the disease small sequestra are nearly 
always formed. The roentgen changes are evident 
at the earliest after from two to three weeks. Of 
importance in the differential diagnosis is the fact 
that a tuberculous prepatellar bursitis often develops 
secondarily. In contrast to osteomyelitis and syphi- 
lis, a reactive periostitis is absent. Trauma is rarely 
of importance in the development of the condition. 
The treatment of tuberculosis of the patella should 
be surgical. It should consist of removal of either 
the focus or the entire patella. When rupture into 
the joint has not occurred, the prognosis is good. 
When the patella and the joint are involved by tu- 
berculosis simultaneously, it is usually difficult to 
determine whether the focus in the patella was pri- 
mary or secondary. 

Isolated syphilis of the patella is very rare. Only 
12 cases have been reported. The characteristic fea- 
tures of the condition are severe spontaneous and 
pressure pain which is especially severe at night. 
The patella usually shows a tumor-like swelling. A 
sympathetic joint exudation is common. The roent- 
genogram shows an osteitis and periosteitis without 
bone atrophy. Freedom of the posterior surface of 
the patella from involvement explains why the pa- 
tella usually remains normally mobile. Apparently, 
syphilis of the patella develops usually without 
trauma, even though in some cases the patient’s 
statements may give rise to the contrary assumption. 
In every case the treatment indicated is conservative- 
specific. Such treatment always results in relief of 
the subjective symptoms but not always in disap- 
pearance of the objective symptoms. 

In conclusion the author discusses involvement of 
the patella in gonorrheal and tabetic disease, the 
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occasionally reported neuralgic patellar osteitis, and 
mycosis and sporotrichosis of the patella. 
Louts NEUWELT, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Albee, F. H.: The Treatment of Primary Malignant 
Changes of the Bone by Radical Resection with 
Bone-Graft Replacement. J. Am. M. Ass., 1936, 
107: 1693. 

The author reviews 13 cases of bone tumor in long 
bones. In 3 of these the neoplasm involved the 
shoulder region; in 7, the lower end of the femur; 
and in 3, the shaft and lower end of the tibia. The 
treatment Albee advocates is radical resection of 
the tumor followed by what he calls a “‘plastic bone- 
graft replacement operation.” He states that while 
in 1 or 2 of his cases the growth may have been a 
benign giant-cell tumor, it was so markedly ad- 
vanced and the surrounding soft tissue was so in- 
vaded at the time of operation that radical resection 
was indicated. Most of the patients were followed 
up for a period of about two and one-half years 
and remained free from recurrence. 

Paut C. Cotonna, M.D. 


Bastos Ansart, M.: Successful and Unsuccessful 
Transplantations of Tendons (Trasplantaciones 
tendinosas eficaces e ineficaces). Cirug. ortop. y 
traumatol., 1936, 1: 5. 


The author presents a comprehensive critical dis- 
cussion of the physiological factors in tendon trans- 
plantations. He states that the chief cause of dis- 
agreement regarding the efficiency of these opera- 
tions is the error of considering the technical prob- 
lem to the neglect of the biological problem. The 
results of transplantation are often either better or 
worse than would be expected a priori. No standard 
plan, general indications, or schematic technique 
can be laid down. The fundamental questions are: 
in what conditions and within what limits can a 
muscle change its function, and what are the obsta- 
cles to this change? 

Ansart emphasizes the following principles: 

The main function of a muscle cannot be radically 
changed, but its accessory functions can be altered 
by transplantation. The utilization of the latter is 
always efficient and may be sufficient to restore 
equilibrium. Some muscles are in the balance with 
respect to certain movements, and their trans- 
plantation produces a notable increase of force. 

As the presence of intact antagonists often inter- 
feres with the functioning of transplants, complete 
paralysis of a muscle zone is preferable to a partial 
defect. This is in accordance with Bell’s theory of 
mutually inhibitory spinal centers of flexion and 
extension. 

In this connection Ansart makes a preliminary 
report on experiments he carried out on dogs to 
determine the functional and histological results 
when muscles are changed radically in direction and 
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insertion. He implanted the flexors of the thigh on 
the patella after cutting the quadriceps tendon. 
When only the biceps was transplanted, the animal 
was unable to dissociate the impulses to it from the 
internal, still flexor group. When the entire group 
was transplanted, the leg was held in tonic extension 
but could not be coérdinated with the remaining 
muscular synergies in walking. 

These experiments confirm clinical observations 
that transplantation of an entire group to replace 
completely paralyzed antagonists suppresses the 
rhythm of contraction in the transplants, putting 
them under continuous tension, while the effi- 
ciency of partial transplantation is disturbed by the 
conserved synergies. In terms of Bell’s hypothesis, 
the flexor hemicenter tried unsuccessfully to dis- 
sociate again into 2 subordinate centers to carry out 
the alternating rhythm of contractions in locomo- 
tion. Bell’s hypothesis appears to apply also to 
human locomotion and renders dubious some am- 
bitious transplantations in the lower extremity. 
This obstacle does not exist in the upper extremity 
where the movements are not held to such a rigid 
pattern. 

In poliomyelitis the impossibility of determining 
the exact delimitations of the paralysis, the con- 
dition of the transplants, and the presence of a 
smouldering spinal cord lesion make the results of 
transplantations unpredictable. It is not always 
possible to determine whether a muscle is actually 
paralyzed or is “terrorized” by a powerful antago- 
nist. In the latter case, transplantation effects more 
than mere re-adaptation of remaining force; it 
awakens latent power. 

Contracture is the worst enemy of transplanta- 
tion and its chief contra-indication. If it exists, it 
must be treated before transplantation is consid- 
ered. When transplantations in contractured limbs 
occasionally appear successful, their efficacy is due 
only to the section of the tendons. 

Muscles suitable for transplants are those with 
parallel fibers, a fusiform belly, and a broad tendon. 
These features connote a wide amplitude of con- 
traction. Muscles having penniform fibers, a long 
belly, and a long free tendon are unsuitable. 

The author warns against making transplanted 
tendons too tense. He advocates the braiding 
method of fixation in which the head of the trans- 
planted tendon is carried to the insertion of the 
receptor tendon. In certain transplantations the 
proprioceptive stimuli experienced by the paralyzed 
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muscle through the agency of the healthy tendon 
are important factors contributing to rehabilitation. 
The article is illustrated with photographs. 
M. E. Morse, M.D. 


Smith-Petersen, M. N.: The Treatment of Malum 
Coxz Senilis, Old Slipped Upper Femoral 
Epiphysis, Intrapelvic Protrusion of the Acetab- 
ulum, and Coxa Plana by Means of Acetabu- 
loplasty. J. Bone & Joint Surg., 1936, 18: 8609. 


When first seen by the author, a case diagnosed 
as “bilateral intrapelvic protrusion of the acetabu- 
lum” was believed to be untreatable. However, 
on the assumption that the pain and disability were 
due to a “traumatic arthritis” caused by impinge- 
ment of the neck of the femur on the anterior margin 
of the acetabulum, an operation was devised to re- 
lieve the impingement. This procedure, which con- 
sisted essentially of osteotomy on the anterior 
acetabular margin and partial capsulectomy of the 
anterior portion of the capsule of the hip joint, is 
described in detail with illustrations. The approach 
was through the anterior aspect of the thigh and 
exposure obtained by dividing the tendon of the 
direct head of the rectus femoris muscle. Gentle 
manipulation of the femur at the end of the opera- 
tive procedure is advisable to increase the range of 
motion. The postoperative period of hospitalization 
was from three to four weeks, the first two weeks 
of which were spent in recumbency with the leg in 
maximum abduction and internal rotation and mini- 
mum flexion with 5 lb. of traction. The patient was 
then allowed up and walked at first with the aid of 
crutches. 

The early result in the first case was so gratifying 
that the operation was recommended for any case 
in which pain and disability were due to a traumatic 
arthritis set up by friction between the neck of the 
femur and the anterior margin of the acetabulum. 
The author believes that such friction occurs also 
in malum coxe senilis, old slipped upper femoral 
epiphysis, and coxa plana. In all of 11 additional 
cases treated by the described method the operation 
resulted in relief from pain and a definite though 
not marked increase in the range of motion. While 
the length of time that has elapsed is not sufficient 
for determination of the end-results, the author feels 
justified in rendering a preliminary report because 
the method is constructive and relieves pain for 
which there had been no adequate treatment here- 
tofore. Rupotps §S. Retcu, M.D. 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Spiegel, R.: The Clinical Aspects of Periarteritis 
Nodosa. Arch. Int. Med., 1936, 58: 993. 


The essential lesion of periarteritis nodosa is a 
primary injury to the wall of the vessel with swell- 
ing, necrosis, and fibrillation of the media, destruc- 
tion of the elastica interna, and infiltration of the 
adventitia with polymorphonuclear leucocytes which 
are often eosinophilic, and also with many histo- 
cytes. The author reports 17 cases. In 10 there was 
a prodromal infectious disease. Abdominal pain, 
for which operation was performed in several cases, 
was present in 9. The cardiac lesions and the 
lesions occurring in the lungs, kidneys, digestive 
organs, adrenal glands, central nervous system, 
skin, eyes, and serous membranes are tabulated, 
and the laboratory findings are reported. The 
author then discusses the etiological relationships 
of the condition to other diseases and certain bac- 
terial organisms. He states that the disease may 
follow diseases due to definite organisms, such as 
gonorrhea, meningococcic meningitis, and hemolytic 
streptococcic infections. Paut Starr, M.D. 


Boyd, L. J., and Nussbaum, C.: Some Clinical As- 
pects of Periarteritis Nodosa. Med. Clin. North 
Am., 1936, 20: 973. 


The tendency to regard periarteritis nodosa as a 
rare pathological lesion is rapidly decreasing. More 


frequent consideration of the condition in differential 
diagnosis has led to widespread recognition of its 
practical importance and a rapidly increasing num- 
ber of correct ante-mortem diagnoses. 

According to the authors, periarteritis nodosa is 
probably not a disease sui generis but a hyperegic 
defensive reaction of the small muscular arteries 
and arterioles to a variety of toxic and infectious 
factors. It has been observed in infants and chil- 
dren, but more than one-third of the cases are those 
of persons in the third decade of life. Sixty-seven 
per cent of the subjects are males. The preceding 
disease is not diagnostic. The attempt to distinguish 
clinical types is deceptive. Any symptom may be 
present and none is constant. Some well-known 
infectious disease is suspected. Fever is present in 
only two-thirds of the cases, and is often inter- 
mittent. Loss of weight and strength and a cachectic 
appearance are fairly constant and often marked. 
Recurrent punctate hemorrhages in the skin, at 
times generalized and associated with joint pain 
and swelling, are not unusual. Subcutaneous nod- 
ules may appear, and a careful search for them 
should be made. Polymyositis occurs in more than 
half of the cases. Polyneuritis is frequent and very 
suggestive from the diagnostic standpoint. Pul- 
monary and cardiac symptoms may be present and 
marked, but are not frequent. Renal involvement 


is common, and may vary from sudden massive 
hemorrhage to repeated smaller hemorrhages and 
the gradual onset of renal insufficiency. 

Since periarteritis nodosa affects the gastric, 
mesenteric, and intestinal vessels in most cases, 
abdominal symptoms are generally present. Pain 
usually occurs in the upper part of the abdomen and 
may persist for weeks or months. The condition is 
accompanied by anemia and a leukocytosis. In 
about ro per cent of the cases an eosinophilia, which 
may be very high, is present. Blood cultures are 
usually negative. As, with few exceptions, only the 
fatal cases have been well studied and reports of 
cases of spontaneous recovery have multiplied since 
clinicians have become interested in the condition, 
it is highly probable that our theories regarding the 
mortality are wrong and that unrecognized cases 
with spontaneous recovery may be common. Most 
diagnostic mistakes have been due to failure to 
consider the condition as a possibility. 

PAuL Starr, M.D. 


Braeucker, W.: The Results of Treatment of Vas- 
cular Diseases of the Extremities (Die Heiler- 
folge hei den Gefaesserkrankungen an den Extremi- 
taeten). Verhandl. d. deutsch. Gesellsch. f. Kreiss- 
laufforsch., 1936, p. 319. 


The author describes methods of treatment which, 
in the last ten years, he developed or at least devel- 
oped more fully and tried out in severe cases of 
Raynaud’s disease, arteriitis obliterans, and arterio- 
sclerosis, including diabetic gangrene, in which 
usual methods such as massage and the use of hot 
air, alternating baths, and electricity had failed. 
First he describes the 3 types of disease, citing typi- 
cal cases, and then explains the effect of the treat- 
ment physiologically and reports its results. 

In Raynaud’s disease, in which, he assumes, 
there is an abnormal state of irritability in the cen- 
ters and conduction paths of the vasomotor nervous 
system which is sometimes localized predominantly 
in the centers of the spinal cord and the sympathetic 
nerve, sometimes more in the centers of the blood 
vessels of the extremities, and sometimes in all of 
these centers equally, he uses as exercise therapy 
the suction treatment. The purpose of this is to 
relieve the spasms and the disturbances of innerva- 
tion in the affected portions of the circulation and 
nervous system by artificially induced, passive hy- 
peremia. Occasionally he supplements it with 
paravertebral injections of novocain in the vicinity 
of the corresponding areas and ganglia of the sym- 
pathetic nerve, a course of treatment with artificial 
fever, periarterial sympathectomies, or extirpation 
of the corresponding portions of the subordinated 
sympathetic nerve. In this way he has obtained 
complete cures of Raynaud’s disease even in its most 
severe forms. 
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Whereas, in Raynaud’s disease, an abnormal 
irritability of the nervous system radiates into the 
vascular system, in arteriitis obliterans just the 
reverse is true. In the latter condition the function 
of the obstructed artery is replaced by the col- 
lateral circulation so long as this remains undis- 
turbed. The irritated nerve plexus in the shrunken 
main branch (the obliterated, induratively changed 
artery is practically an irritated nerve) causes patho- 
logical reflexes. As is demonstrated by several illus- 
trative cases in which gangrene had already set in, 
treatment similar to that employed by the author 
for Raynaud’s disease (suction, etc.) may restore 
the patient’s ability to walk and to work. A very 
severe case of general spread of the disease in the 
legs, trunk, and arms was cured in four and a half 
years, even the ability to work being restored, by 
operative removal of the left adrenal gland and a 
portion of the celiac plexus. 

The author rejects the old sympathetic and 
parasympathetic theory of Langley. He regards the 
sympathetic nervous system as a giant network 
which spreads everywhere and maintains itself in 
tension balance through numerous centers connected 
with each other (sympathetic nerve, spinal cord, 
spinal ganglia, and perivascular nervous networks). 
Each center has its own region, but exerts an in- 
fluence over all of the others even when the tracts 
do not pass through the spinal cord. This explains 
the effect of surgical interruption and excisions of 
vascular nerve plexuses and the sympathetic nerve. 
Ganglia that are injured by too great demands made 
upon them undergo degeneration and injure the 
collateral circulation. Their extirpation cures by 
eliminating the secondary vasomotor disturbances. 

Nine cases of severe Raynaud’s disease were com- 
pletely and permanently cured. Of 270 patients 
with arteriitis obliterans who were treated in the 
last ten years, 138 were rendered able to walk and to 
work after from five to six weeks by suction treat- 
ment alone. Those with a mild form or a recurrence 
of the condition were treated and relieved in the 
same way. With regard to the 132 patients treated 
surgically, the author presents detailed statistics. 
These show that lumbosacral resection yielded bet- 
ter results than lumbar resection. They demon- 
strate also that still demonstrable dilatability of the 
peripheral vessels in the diseased extremity is of 
great importance in the prognosis of the disease and 
the results of operation. 

The author divides his results into 3 groups: (1) 
good—complete ability to walk and to work, 47 per 
cent of the*cases; (2) medium—certain difficulties 
and limitation of the ability to work, 11 per cent of 
the cases; and (3) unsatisfactory—recurrences and 
the necessity for amputation, 42 per cent of the 
cases. He shows that, of 41 cases in which amputa- 
tion would have been considered necessary formerly, 
he was able to restore complete ability to work in 17 
(41 per cent). In this article he does not report on 
his results in cases of arteriosclerosis. 

(EccEert). Lovts NEuweEtt, M.D. 
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LYMPH GLANDS AND LYMPHATIC VESSELS 


Wiseman, B. K.: The Blood Pictures in the Primary 
Diseases of the Lymphatic System: Their 
Character and Significance. J. Am. M. Ass., 
1936, 107: 2016. 


Wiseman separates diseases of the lymph nodes 
into those with only a local reaction and those with 
a general lymphatic reaction. The latter are con- 
sidered primary.diseases of the lymphatic system. 
They include lymphatic leukemia, lymphosarcoma, 
and Hodgkin’s disease. 

Cases of lymphatic leukemia vary from the ex- 
tremely acute to the very chronic. At times there 
may be typical pathological changes in the lymph 
glands without any alteration in the peripheral blood 
cells. The author cites a case of extremely benign 
lymphatic leukemia in which there was no evidence 
of an increase in activity of the disease over a 
period of five years. He believes it possible that 
lymphocytosis or leukemia may often occur in 
such a benign form. Irradiation therapy is helpful 
in treating the symptoms and signs, but does not 
greatly prolong life. 

In lymphosarcoma there is a neoplastic trans- 
formation of the lymphocytic strain of cells. There 
may be no changes in the peripheral blood except 
an occasional secondary anemia or low-grade 
lymphocytosis. On the other hand, neoplastic cells 
may break over into the peripheral blood and, in 
some cases, a leukemic type of blood picture may 
occur. The “tumor lymphocytes” are considerably 
more radiosensitive than the normal lymphocytes. 
A single dose of x-ray irradiation may result in 
temporary disappearance of the tumor cells from 
the peripheral blood, but x-ray therapy is con- 
sidered to be of little value in the treatment of the 
condition. 

In Hodgkin’s disease there is no constant abnor- 
mality of the blood picture, but certain trends are 
observed. The leucocyte count is usually normal. 
The most constant finding is a lymphopenia with a 
monocytosis producing a high monocytic-leucocyte 
index. There is a distinct tendency toward a 
neutrophilia, often with an absolute increase in the 
eosinophils. Secondary anemia is almost a constant 
feature. These characteristics are interpreted as 
suggesting an alteration of the reticulum cell- 
monocyte maturation cycle caused by an infectious 
agent. The blood picture should be carefully ob- 
served during x-ray therapy. Since satisfactory 
erythrocyte, lymphocyte, and neutrophil leucocyte 
counts are important for health, a serious depression 
of these elements is a contraindication to continued 
irradiation therapy. Howarp L. Att, M.D. 


O’Brien, F. W.: The Roentgen Treatment of the 
So-Called Malignant Lymphomas. J. Am. \/ 
AsS., 1936, 107: 2022. 

O’Brien reports the results of roentgen therapy in 

a series of cases of Hodgkin’s disease, lymphatic 

leukemia, and myelogenous leukemia. 
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The 34 patients with Hodgkin’s disease who died 
had had the disease for an average period of fourteen 
and eight-tenths months before the roentgen therapy 
and lived an average of fourteen and four-tenths 
months after it. The average length of their survival 
was therefore about two and five-tenths years. The 
11 patients still living had had the disease for an 
average of eleven and two-tenths months before the 
roentgen therapy and for an average of twenty-one 
and seven-tenths months after it, the average length 
of their survival being therefore more than two years 
and nine months. Life did not seem to be prolonged 
appreciably by the irradiation. At first, low- and 
medium-voltage roentgen therapy was used, but in 
the past three years the factors in the technique have 
been: 200 kv., 8 ma., filtration with o.5 mm. of cop- 
per and 1 mm. of aluminum, a distance of 50 cm., 
about 210 roentgens measured in an air field, and 
irradiation of 1 or 2 fields daily or every other day, 
depending on the general condition of the patient. 
With this method of giving fractional doses of 
roentgen therapy locally there is very little danger 
of causing damage to the erythropoietic system. 
There were no cases of Hodgkin’s disease in which 
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the occurrence of anemia could be attributed to 
irradiation. 

Twelve patients with lymphatic leukemia had 
had the disease for an average of thirteen and nine- 
tenths months before the roentgen therapy and 
lived for an average of fourteen and six-tenths 
months following the irradiation, their survival 
averaging about two years and four months. Two 
of these patients are still living. 

Twenty-nine patients with myelogenous leukemia 
had had the disease for an average of sixteen and 
five-tenths months before treatment and for an 
average of twenty-one and nine-tenths months after 
the irradiation, their survival averaging three and 
two-tenths years. Four of these patients are still 
alive. Some of the patients enjoyed relatively good 
health over long periods of time, but there is no con- 
vincing evidence that irradiation prolongs life. The 
patients who lived longest seemed destined to do so 
because of the natural history of their disease. 

A method of irradiation, teleroentgen therapy, is 
discussed by the author. This is in the experimental 
stage, but may lead to greater salvage in the con- 
ditions described. Howarp L, Att, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Coller, F. A., Dick, V. S., and Maddock, W. G.: 
Maintenance of Normal Water Exchange with 
Intravenous Fluids. J. Am. M. Ass., 1936, 107: 
1522. : 

In many conditions associated with disease the 
parenteral administration of fluids has proved of 
great value. However, there is some difference of 
opinion as to the choice of fluids. 

While the value of saline solutions for patients who 
have lost sodium chloride has been well established, 
there is a distinct tendency to use these solutions for 
all parenteral administrations of fluid, whether 
sodium chloride is needed or not. The occurrence 
of edema in patients receiving such fluids is not un- 
common. When the administration of the salt solu- 
tion is stopped and a solution of 5 per cent dextrose 
in distilled water is used instead, or when fluids are 
given by mouth, the edema promptly disappears. 
The intravenous administration of the:5 per cent 
dextrose in distilled water provides for a normal 
water exchange. SAMUEL Kaun, M.D. 


Rebelo Neto, J.: Surgery of Scars of the Neck and 
Arms (Cirurgia das cicatrizes do pescoco e dos 
membres superiores). Folha med., 1936, 17: 421. 


The author discusses the advances that have 
been made in plastic surgery in the treatment of 
scars. Technical improvements based on a better 
knowledge of biology have made it possible to 
correct even very severe defects and to restore not 
only normal function but also the esthetic appear- 
ance of the part. Examples of the most varied 
forms of scarring, particularly from burns, are 
shown by illustrations and described. The author 
discusses in particular disfiguring scars of the 
fingers and hand, cicatricial bands which prevent 
extension of the arm and forearm, and scars of the 
neck. The general method of treatment is extirpa- 
tion of the scars and skin grafting, though of course 
the details vary greatly in different cases. 

Re-examination of the patients years after the 
operation has shown the value of these methods and 
has made it possible to determine the indications in 
different types of cases. Preparation of the field of 
operation is a very important factor in the success 
of the operation. In cases of severe scarring early 
surgical treatment is the only means by which 
serious trophic disturbances of the bones can be 
prevented. AupREY Goss Morcan, M.D. 


Duval, P., and Binet, L.: Postoperative Pulmonary 
Lesions (Les lésions pulmonaires post-opératoires). 
Presse méd., Par., 1936, No. 92: 1800. 


The pathogenesis of certain postoperative pul- 
monary lesions is well established, inhalation anes- 


thesia, an embolus of phlebitic origin, or an infection 
originating in an infected operative field and dis- 
seminated by the blood or lymphatic circulation 
having been found responsible for their occurrence. 
The authors report investigations which they 
carried out to determine the cause of postoperative 
pulmonary complications in cases in which operation 
is done with strict asepsis in an uninfected field and 
under anesthesia other than inhalation anesthesia. 

The theory on which their experiments were 
based was that every operation produces some 
toxemia because of breaking down of the proteins 
of the tissues by the operative traumatism and dis- 
semination of these products by the venous route. 
The toxic substances are chiefly polypeptids. The 
resulting toxemia differs from that due to hetero- 
geneous proteins which accompanies shock and may 
cause visceral, including pulmonary, lesions. 

In attempts to reproduce this condition in animals, 
dogs were used and the polypeptids injected were 
obtained from the muscles of dogs. The polypeptids 
were injected into both the saphenous and the 
mesenteric veins because in some operations only 
the peripheral veins are involved while in intra- 
abdominal operations the portal circulation is also 
affected. Some of the experimental animals were 
sensitized by a preliminary subcutaneous injection 
of the polypeptids in a dose of 10 ctgm. per kilo- 
gram of body weight. Others were not so sensitized. 
All of the sensitized animals developed pulmonary 
lesions whereas the non-sensitized animals showed 
no visceral lesions. Controls anesthetized and killed 
in the same way showed no pulmonary lesions. 

The pulmonary lesions appeared as deep-violet- 
red areas which were clearly distinguished from the 
normal lung tissue. They varied in extent and dis- 
tribution. Histological examination showed them 
to be of 2 types: (1) “pulmonary apoplexy” or 
infarction without obliteration of the blood 
vessels; and (2) typical pulmonary atelectasis or 
collapse of the lung. They resembled the lesions 
in clinical cases of postoperative lung complications 
in which death occurred soon after operation. 

A clinical case coming under the authors’ observa- 
tion recently has further confirmed these findings. 
An exploratory laparotomy under local anesthesia 
was followed by pulmonary complications terminat- 
ing fatally after four days. The pulmonary lesions 
were the same as those observed in the experimental 
animals injected with polypeptids after sensitiza- 
tion. Blood analysis two days before death showed 
that polypeptids were present lin almost 3 times 
the normal amount, 80 mgm. The blood urea was 
2 gm. This observation confirms the experimental 
findings with regard to the relation of an increase in 
the polypeptids of the blood to the development 
of pulmonary lesions after operation. 

AticE M. MEYERS. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Loehr, W.: The Treatment of Hand and Foot In- 
juries with Cod-Liver Oil or with Cod-Liver Oil 
and a Plaster-of-Paris Dressing (Die Behandlung 
von Hand- und Fuss-Verletzungen mit Lebertran 
bzw. mit dem Lebertran-Gipsverband). Zéschr. f. 
aertzl. Fortbild., 1936, 33: 421. 


In this article Loehr again stresses the basis and 
rules of his method. He states that cod-liver oil con- 
tains Vitamins A and B;; possesses definite disinfect- 
ing properties, since bacteria within it gradually die 
off; and has an excellent effect upon regeneration. 
It should be used in the form of a very smooth salve, 
not as a paste. 

In discussing the treatment of fresh injuries, 
Loehr emphasizes that most of the injuries he treats 
come from the steel industry, and that injuries of 
hands soiled with machine oil are to be considered as 
only mildly infected. He has obtained good results 
from his treatment in cases of finger-tip injuries. He 
no longer performs plastic operations upon, or su- 
tures, such injuries. He treats simple injuries of the 
fingers with loss of skin only with cod-liver-oil salve. 
When the deeper structures are involved he applies 
the salve thickly and over it places, first gauze, and 
then a circular plaster-of-Paris dressing which he 
leaves on for from ten to twenty days, depending 
upon the extent of the injury. The second and third 
plaster bandages can usually be left on longer. Fre- 
quently the dressings smell. They must be removed 
when they begin to crumble. The advantages of the 
plaster dressing are that it places the injured part at 
absolute rest, provides a damp dressing in the sense 
of Bier, and assures hyperemia. 

The regeneration following this treatment is sur- 
prising. The regenerated tissue is characterized by 
good padding, better nutrition, and a better nerve 
supply than that following other methods of treat- 
ment. Blueness and hypersensitivity of the finger 
tips are rare. In cases of syndactyly, Loehr no longer 
makes flaps after division, as the generation is excel- 
lent. In the treatment of injuries sustained on the 
farm as compared with those sustained in the steel 
industry he is more careful. He questions the patient 
closely with regard to the possibility of infection. 
Tetanus and gas-bacillus serum are given for pro- 
phylaxis. Simple dressings of cod-liver-oil salve are 
used for a few days until severe infection can be 
excluded; only then is the salve and plaster dressing 
applied. Loehr has never seen a tendinous or osseous 
panaritium develop under this treatment. He warns 
against use of the salve and plaster dressing in cases 
of ordinary panaritium, even after incision. 

(FRANz). Leo A. JUHNKE, M.D. 


Wangensteen, O. H.: The Réle of Surgery in the 
Treatment of Actinomycosis. Ann. Surg., 
1936, 104: 752. 

Actinomyces-like organisms are present in the 
mouths of healthy individuals and are usually not 
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pathogenic. The sites at which the actinomyces 
bovis produces lesions most frequently in man are 
the head and neck, the thorax, and the abdomen. 

The lesion produced by the actinomyces bovis 
is a granulomatous reaction with evidence of acute 
and chronic infection. There is abscess formation 
with burrowing pus channels containing collections 
of pus and sulphur-like granules of the actinomyces 
colonies. Of particular importance is the vascularity 
of the granulomatous process. Surrounding the 
necrosis and liquefaction there is an area of prolifera- 
tion of dense connective tissue which is frequently 
keloid-like. Actinomycosis characteristically ex- 
tends into healthy tissue, leaving no trace of its 
presence at the site of entry. This is true particu- 
larly of the abdominal type. The condition rarely 
becomes generalized in the sense of metastasis. 

The diagnosis of actinomycosis is made by finding 
the actinomyces bovis in the discharge or the 
curetted material. The fungus is anaerobic and 
gram-positive. In cases of cervicofacial acti- 
nomycosis in persons of middle age a diagnosis of 
malignancy is likely to be made. In the cases of 
younger persons the condition is often believed to 
be tuberculosis of the lymph nodes. Thoracic actino- 
mycosis is likely to be mistaken for empyema, and 
abdominal actinomycosis for appendicitis. 

Wangensteen is of the*opinion that iodides” have 
no specific value in the treatment of disease pro- 
duced by actinomycosis bovis, and that any action 
they have is due to their effect upon the granulom- 
atous infection. He believes that irradiation is of 
limited value, and that the treatment of choice is 
surgical drainage which removes the necrotic mate- 
rial and produces aerobiasis. At first he attempted 
extirpation of the lesion, but later found that ade- 
quate drainage is sufficient. Of his 14 cases of 
cervicofacial actinomycosis, recovery resulted in 
11 and death in 3. In 7 cases of thoracic acti- 
nomycosis there were 5 deaths. However, 1 death 
occurred eighteen months after all evidence of the 
actinomycosis had disappeared. The 2 surviving 
patients are still under treatment. Of 5 patients 
treated for abdominal actinomycosis, 4 are dead 
and 1 is still under treatment. 

In conclusion the author says that in the cervico- 
facial type of actinomycosis the prognosis is good 
if adequate therapy is given, whereas in the thoracic 
and abdominal types it is poor, irrespective of the 
treatment. ALTON OcHSNER, M.D. 


ANESTHESIA 


Sise, L. F.: The Choice of Anesthesia. Am. J. Surg. 
1930, 24: 419. 

The larger number of anesthetic agents and 
methods now available make the choice of anesthesia 
more difficult and more confusing but assure the 
possibility of a more suitable choice than ever. 
While there are many factors to be considered in 
each case, the factor of chief importance is, of 
course, the safety of the patient. 
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Of the more commonly used drugs and methods, 
regional and spinal anesthesia are least toxic and 
chloroform is most toxic. For abdominal operations 
spinal anesthesia is to be preferred when technical 
difficulties are anticipated, and field block or intra- 
tracheal gas, or gas ether with field block when the 
patient is in poor condition. Ether is a good anes- 
thetic especially when equipment is lacking and a 
skilled anesthetist is not available. For most opera- 
tions on the trunk and extremities the gases are 
satisfactory. The barbiturates given intravenously 
are excellent. For a few operations which require 
only very light anesthesia, tribromethanol is of 
value. Spinal anesthesia is indicated especially for 
operations on the anus, rectum, and urinary bladder. 
For most operations on the head and neck the use 
of a gas or regional anesthesia is satisfactory. The 
fields of the surgeon and anesthetist may be kept 
separate by the use of intratracheal anesthesia, 
pharyngeal anesthesia, or ether insufflation. 

Jacos M. Mora, M.D. 


Alexander, F. A. D., and Cullen, S. C.: Pre-Anes- 
thetic Medication. Am. J. Surg., 1936, 34: 428. 


The use of non-volatile sedative and other drugs 
to prepare the patient for anesthesia and surgical 
manipulation is common. Pre-anesthetic sedation 
is a rational procedure based upon well-established 
principles. However, no single drug or combination 
of drugs is suitable for all cases. The most con- 
sistently good results are obtained when the various 
influencing factors are carefully weighed, the avail- 
able drugs are considered, and the effects of the 
drug chosen and the method of its administration 
are accurately observed and recorded. The anes- 
thetist who is thoroughly grounded in the physio- 
logical and pharmacological principles of sedative 
drug prescription, experienced in the assessment of 
the varying factors in individual cases, and familiar 
with the conditions under which the anesthesia is 
to be induced and the operation is to be performed 
is best fitted to prescribe sedation. Training and 
experience are more often reflected in the success or 
failure of pre-anesthetic medication than in any 
other phase of the anesthetic procedure. 

The authors discuss the opiates, paraldehyde, the 
belladonna group, barbituric acid derivatives, ephe- 
drine, and eserine. Jacos M. Mora, M.D. 


Cordier, D.: Narcosis and Inhalation of Oxygen 
(Narcose et inhalation d’oxygéne). Anes. et anal., 
1936, 2: 529. 

The surgeon needs to know whether during and 
after operations performed under general anes- 
thesia inhalation of oxygen is of value to the patient. 
During anesthesia, anoxemia may result from the 
following causes: 
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1. A deficiency in the tension of oxygen in the 
arterial blood. This may be due to a low oxygen 
tension in the alveolar air or to alterations in the 
pulmonary epithelium caused by the anesthetic. 

2. A diminution in the number of red blood cells 
or changes in these cells which lower their capacity 
to carry oxygen. These alterations apparently may 
be brought about by anesthetic agents. 

3. Circulatory stasis. This is due in large part to 
disturbances of the action of the heart caused by 
direct action of the anesthetic agent. 

4. The toxic action of the anesthetic agent on the 
cells. A great deal of careful study of the changes 
in oxidation indicates that the internal oxygen 
metabolism of the cell is markedly modified during 
anesthesia. 

It has been demonstrated that less anesthetic 
agent is required for an animal with acidosis than 
for a normal animal or an animal with alkalosis. 
An increase in oxygen tends to lessen the anesthetic 
state and reduce lactic acid formation. Moreover, 
since the respiratory center is normally stimulated 
by anoxemia, it may profoundly depress respiration. 
It is possible also that anesthesia itself may depend 
in part upon a certain degree of anoxemia. For 
these reasons it seems to the author that the admin- 
istration of oxygen during anesthesia is usually not 
desirable. 

After completion of the anesthesia, however, the 
inhalation of oxygen will aid in elimination of the 
anoxemia and restoration of the normal state. 

Max M. ZINNINGER, M.D. 


Moffitt, J. A., and Mechling, G. S.: A Comparison 
of Cyclopropane with Other Anesthetics. Anes. 
& Anal., 1936, 15: 225. 


In reporting the use of cyclopropane in 300 cases, 
the authors compare the anesthesia induced thereby 
with ethylene, nitrous oxide, ether, and spinal 
anesthesia. 

They state that as cyclopropane does not stimu- 
late respiration the pre-anesthetic narcotic was 


given in smaller doses. Cyclopropane is less dis- 
agreeable to the patient than the other anesthetics 
studied, and during cyclopropane anesthesia the 
respiration more nearly resembles the normal. In 
most of the reviewed cases satisfactory relaxation 
was obtained. The pulse rate was slower than in the 
anesthesia induced with the other anesthetics. The 
blood pressure showed very little change. There 
were no postoperative complications which could 
be attributed directly to the cyclopropane itself. 
In conclusion the authors express the opinion that 
cyclopropane should be used with care both clini- 
cally and experimentally for a sufficient period of 
time to determine definitely whether it is a safe an- 
esthetic. Joun H. Gartock, M.D. 
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ROENTGENOLOGY 


Hodges, F. M., and Berger, R. A.: Roentgen Ther- 
apy of Infections. J. Am. M. Ass., 1936, 107: 1551. 


With regard to irradiation treztment, the authors 
divide infections into 2 groups: (1) those in which 
no other form of treatment is necessary, and (2) 
those in which irradiation is an important auxiliary 
to other treatment. 

Early localized erysipelas responds to treatment 
with unfiltered rays well beyond the apparent bor- 
der of the lesion, from 100 to 150 roentgens (in air) 
being given with a voltage of 85 kv. 

Furuncles and furunculosis respond favorably, and 
in the early stages may be aborted in from twelve to 
twenty-four hours. When the lesions are older, ir- 
radiation hastens suppuration and drainage. Chronic 
furunculosis in the axilla and on the neck responds 
to weekly applications of 125 roentgens at 125 kv. 
of rays filtered with from 4 to 6 mm. of aluminum. 

Infected angiomas and granulomas require doses 
of from 700 to goo roentgens of unfiltered rays. The 
lesions regress in from two to four weeks. 

Cellulitis of the types following tooth extraction 
or slight abrasions of the skin yields rapidly to doses 
of from 100 to 150 roentgens of unfiltered rays. 

Lymphangeitis of certain types, such as that 
radiating from a localized infected area, responds to 
irradiation rapidly. Even in the late stages when 
the lymph channels are cord-like and the glands are 
enlarged, the condition will usually regress under 
small doses of irradiation. 

Mikulicz disease yields more or less permanently 
to treatment with 400 roentgens given with 200 kv. 
and filtration with 1 mm. of copper and 1 mm. of 
aluminum. 

Acute postoperative parotitis responds to either 
radium or roentgen irradiation. The incidence of 
suppuration is greatly reduced. In the chronic form 
good results are obtained almost invariably from a 
series of treatments with filtered roentgen rays. 

Infected rhinophyma always responds to 300 
roentgens of filtered rays. 

Early carbuncles are often aborted by a large dose 
of filtered rays. The best treatment of carbuncles 
is roentgen therapy combined with heat. The 
irradiation lessens pain, increases drainage, shortens 
the course of the disease, and leaves a smaller and 
more pliable scar. 

The dermatomyces respond well to from 500 to 
700 roentgens of filtered rays. 

The authors discuss the changes produced by 
irradiation, citing some of the present-day views. 

Different types of lesions and similar lesions in 
different stages of development react to the roentgen 
rays somewhat differently. 

In the authors’ cases a lesion is rarely given more 
than 400 roentgens (in air) or two-thirds of an ery- 


thema dose during a series of treatments. The in- 
tervals between treatments are determined by the 
lesion only. In most forms of infection the greater 
the leucocytic and lymphocytic infiltration the 
smaller should be the dose and the softer the roent- 
gen rays, and the more chronic the condition the 
larger the dose and the harder the rays. 
Harvey S. ALLEN, M.D. 


RADIUM 


Engelstad, R. B.: Teleradium Therapy of Malig- 
nant Tumors (Télécuriethérapie des tumeurs 
malignes). Acta radiol., 1936, 17: 421. 


The author discusses his results with teleradium 
treatment in the Radium Hospital of Norway, 
describes and illustrates the “cannon” employed 
for the administration of this treatment, and pre- 
sents dosage curves for different distances from the 
skin. In the beginning, 1,500 gm. of radium divided 
into 30 tubes of 50 mgm. each were used. In July, 
1932, the amount of radium was increased to 2,000 
mgm., and in June, 1936, to 2,600 mgm. The dis- 
tances of the radium from the skin ranged from 5 to 
18 cm. 

This method was employed for various forms of 
tumor, but the author thinks it is of most value for 
cancers of the mouth. In 1932 and 1933 he treated 
35 patients with such cancers. Of these, 18 have 
remained free from symptoms for from two and one- 
half to four years, 3 had a recurrence but have re- 
mained free from symptoms following a second 
treatment, and 14 are dead. 

If only 1 field is treated, an irradiation is given 
every day for from one and one-half to two hours. 
The dose varies from 3 to 6 D, depending upon the 
size of the field and the distance. If several fields 
are treated they are irradiated in turn, 1 being 
treated each day. The treatment must be varied 
according to the reactions of the patient. Nausea, 
vomiting, headache, and other general symptoms 
are not rare. These are treated by giving the 
patient a large amount of mineral water to drink 
and by the administration of ephetonin. The irra- 
diation may cause also more or less edema in the 
irradiated region. The edema causes anemia of the 
parts treated and thus decreases the effect of the 
irradiation. In some locations, as in the larynx or 
brain, the edema may be dangerous. 

AupREY Goss Morcan, M.D. 


Lucas, C. DeF.: The Calculation of Dosage in the 
Radium Treatment of Carcinoma of the Cervix. 
Am. J. Roentgenol., 1936, 36: 477. 


Lucas computes the effective dose of radium 
irradiation delivered to the tissues surrounding the 
cervix when the latter is treated for carcinoma by 
several of the accepted methods. Although he real- 
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izes that treatments are, and must be, individual- 
ized, the calculations are made as if all treatments 
were standard for the various methods. For all 
calculations it is assumed that the uterus is 8 cm. 
long, 5.5 cm. wide between the tubal insertions, and 
3.5 cm. thick, and that the cervix is 3.5 cm. in diam- 
eter. 

Isodose curves are constructed in 2 planes—a 
median coronal and a horizontal through the widest 
portion of the coronal plane curves—for the follow- 
ing 4 methods: (1) the insertion into the cervix of 
small needles and a single capsule; (2) the method 
of Regaud and Lacassagne; (3) the massive-dose 
method of the Memorial Hospital, New York; and 
(4) the Stockholm method. The 5 and 10 T.S.E.D. 
isodose curves are chosen because more irradiation 
than 10 skin-erythema doses is likely to produce 
tissue necrosis, and less irradiation than 5 skin- 
erythema doses will not destroy many types of 
cancer cells. The method of calculating isodose 
curves for multiple points in 3 dimensions is de- 
scribed in detail, and the results of these calculations 
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based upon the hypotheses set forth are presented by 
tables, charts, and drawings. 

Lucas concludes that no one method can be used 
to the exclusion of others since clinical conditions 
vary so widely. No treatment which will deliver 
more than 15 T.S.E.D. at a distance of 1.5 cm. from 
the source of the irradiation should be given as this 
amount is about the limit of therapeutic safety. 
This amount can be given by applying radium in 
the cervix for 3,500 mgm.-hr. with a filter equivalent 
to o.3 mm. of gold. The colpostat adds more irradia- 
tion to the area of lymphatic drainage of the cervix 
than any other and should be used whenever 
anatomical conditions permit. Bombs or plaques 
against the cervix add little to the field of attempted 
irradiation and may cause over-irradiation of the 
cervix. In the vagina and uterus, radium cannot be 
used in sufficient quantities to deliver a lethal dose 
to the average radioresistant cancer cell in the 
lateral parametria without delivering a lethal tissue 
dose to the vesical, rectal, and coelomic walls. 

DanteL G. Morton, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Jeanneney, G.: Surgery on Diabetics. Surgical 
Conditions in Diabetics (La chirurgie chez les 
diabétiques. Affections chirurgicales chez les dia- 
bétiques). J. de chir., 1936, 48: 519. 

By the use of insulin the incidence of various com- 
plications of diabetes, especially diabetic gangrene, 
has been greatly reduced. Diabetics are especially 
prone to develop boils and carbuncles. In the 
presence of such lesions medical treatment should be 
directed first to the diabetes (diet and insulin) and 
then to the infection (autohemotherapy, bacterio- 
phage treatment). Autohemotherapy may be sup- 
plemented with radiotherapy. Large carbuncles 
showing no tendency to regress require operation. 

In the presence of moist gangrene, the surgeon 
must first be assured that the diabetes is being 
adequately treated with insulin and then study the 
condition of the circulation in the affected limb. If 
there is no arterial circulation, amputation in healthy 
tissue is indicated. If the arterial circulation is con- 
served, amputation should be done if septicemia 
threatens or is established, or if there is an extensive 
deep infection which cannot be overcome by dé- 
bridement. If the infection is less extensive, débride- 
ment and excision of necrosed tissue combined with 
active medical treatment with insulin and serum will 
usually save the limb. ALICE M. MEYERS. 


Rous, P.: The Virus Tumors and the Tumor 
Problem. Am. J. Cancer, 1936, 28: 233. 


The chief factors against the theory that the gen- 
eral run of malignant growths are due to viruses are 
summarized and commented upon as follows: 

1. The world-wide occurrence of cancer. It is 
plain that the cause of cancer must be present wher- 
ever man is. But wherever he goes so do certain of 
his parasites. , 

2. The sporadic occurrence of cancers, suggesting 
lack of infectiousness. Tumors are highly condi- 
tioned diseases dependent upon heredity, age, chron- 
ic irritation, and other factors. The more a disease- 
producing agent is conditioned in its activity, the 
less will the evidence become, until there is none, 
that it is infectious in character. 

3. The failure of attempts to demonstrate an 
extrinsic cause for most malignant mammalian tu- 
mors. It is possible that this may have been due to 
technical difficulties rather than biological factors. 

4. The hereditary determination of tumors. 
Tuberculosis was deemed hereditary before the 
tubercle bacillus was recognized. The appearance 
of malignant tumors of the same sort in identical 
twins, in cases of hereditary glioma of the retina, 
and in cases of von Recklinghausen’s disease may 
mean no more than that, when the soil is right, a 


carcinogenic agent, perhaps a virus, is effective when 
it would not otherwise be. 

5. The experimental induction of cancers at sites 
where they normally occur. Experimentally pro- 
duced tumors such, for example, as those resulting 
from tarring of the ears of laboratory animals, are 
not in the real sense tumors induced at will. Their 
incidence varies notably in different individuals; 
they occur at relatively few places in large areas 
subjected to the carcinogenic stimulation; they are 
punctate in origin; and though in any one individual 
their number may increase as the tarring or other 
stimulation is continued, no procedure employed has 
caused them to appear as diffuse processes or in 
large numbers. Some decisive condition or agent is 
evidently present at the sites where they arise. 

6. The fact that cancer does not spring full-blown 
from normal cells but develops as the result of 
gradual and often long-continued changes. The 
changes induced by all the various carcinogenic 
agents may be of a sort to stimulate a symbiotic 
virus or viruses to pathogenic activity. 

7. The occasional discovery of metastases of sev- 
eral different sorts, representative of more than one 
germ layer, in patients dying of a teratoma that 
became malignant. Many teratomas are supposedly 
derived from pluripotential sex cells. Therefore if 
one of these became infected with a tumor-producing 
virus, diverse secondary growths would occur. 

8. The enormous variety of malignant tumors. 
It is urged that since viruses are highly specific in 
their action, one causing osteochondrosarcomas of 
the fowl, for example, and another only endo- 
theliomas, an entire microcosm of viruses would be 
necessary to account for all malignant tumors. This 
is an a priori objection. From studies of herpes and 
of submaxillary gland virus, the virus causing lym- 
phocytic choriomeningitis, Virus 3, and others, 
medical workers are now beginning to realize that 
the healthy body may have a virus population com- 
parable with that of bacteria but far more consider- 
able and diverse. Whatever the cause of rabbit can- 
cers, it acts only upon epidermal cells and in these 
it produces changes taking a special direction; yet 
the variety of the resulting tumors—cystic tumors, 
malignant papillomas, squamous-cell carcinomas— 
is not inconsiderable. The theoretical need for a vast 
multiplicity of viruses is lessened by such findings. 

. JosepH K. Narat, M.D. 


Mendizaébal, P.: Malignant Tumors in Mexican 
Children: Cancer in Childhood (Los tumores 
malignos en los nifios de México. El cAncer en la 
infancia). Cirug. y cirujanos, 1936, 4: 188. 


Mendizabal reviews his experience with malignant 
tumors at the Children’s Clinic of the Mexican 
General Hospital. Of 82 such neoplasms in children, 
7.1 per cent were epitheliomas. The youngest child 
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was five years old. Among the epitheliomas were a. 


basal-cell epithelioma following xeroderma pig- 
mentosum; an epithelioma originating in a nevus 
of the conjunctiva; a cancroid of the nostrils; and 
epitheliomas of the finger, tongue, and interdigital 
fold of the toes. 

Mendizabal concludes that malignant tumors in 
childhood are less rare than is generally supposed. 
Most of the theories as to the origin of malignancy 
in the adult (irritation, traumatism, heredity) are 
not applicable to the child. The theory of embryonic 
inclusions and Wilms’ blastometric theory seem to 
fit many, although not all cases. Malignant growths 
are more frequent in boys than in girls. They are 
more common also in children of the poor than of 
those of the well-to-do social groups, but the author 
attaches no importance to malnutrition and de- 
fective hygiene as contributing factors. 

Clinically and histologically such tumors in chil- 
dren are more malignant than those occurring in 
adults and metastasize more frequently and exten- 
sively. In many cases of internal neoplasm invasion 
is remarkably silent, and although the evolution is 
very rapid the patient’s general appearance remains 
deceptively good until a late stage. In cases of 
external tumor the local growth is easily confused 
with other lesions. The course of some of the deep 
tumors simulates that of an infection. All of the 
children whose cases are reviewed by the author 
were brought to the clinic at a late stage. 

The results of radical operation and radium 
therapy do not correspond exactly to those obtained 
in later life, perhaps because of the greater malig- 
nancy of the same histological varieties and the 
weaker defence mechanisms of the child’s tissues, 
due possibly to endocrine disturbance. The reactions 
to radium treatment are much more severe, and 
even when the irradiation is given properly are 
often fatal. This is due to an intoxication by 
catabolic products, which are enormously increased 
by neoplasms with very marked karyokinesis and 
marked radiosensitivity, to the abundance of water 
and glycogen in the protoplasm, and to the toxic 
effect of the great numbers of normal young cells 
destroyed by the irradiation. M. E. Morse, M.D. 
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Simon, L.: Statistics on the Operability of Cancer 
(Statistik der Operabilitaet des Krebses). Monats- 
schr. f. Krebsbek pfg., 1936, 4: 236. 

The author has noted a decrease in the operability 
of patients with cancer who have come to his divi- 
sion of the Municipal Hospital at Ludwigshafen 
since 1915. 

Whereas in the period from 1915 to 1927, 49 per 
cent (378) of 777 patients were operable, in 1933, 
only 28 per cent of 141 patients; in 1934, only 22 
per cent of 105 patients; and in 1935, only 22 per 
cent of 135 patients could be treated surgically. Of 
the 378 patients who were operated upon radically 
in the period from 1915 to 1927, 27 per cent re- 
mained free from recurrence for five years. Of the 
patients with cancer of the stomach, 30 per cent 
were treated by radical operation and 30 per cent 
by gastro-enterostomy. In the cases of 40 per cent 
only exploration was possible. In the period from 
1933 to 1935 the number of cases of cancer of the 
stomach operated upon radically fell to 17 per cent, 
and that of cases of cancer of the large bowel to 24 
per cent. 

The statistics for cancer of the breast are even less 
favorable. Whereas in the period from 1915 to 1927, 
go per cent of the cases were operable, in 1933, only 
88 per cent; in 1934, only 53 per cent; and in 1935, 
only 33 per cent could be treated surgically. Pa- 
tients with cancer of the breast entered the hospital 
in constantly more advanced stages of the disease. 
In the period from 1915 to 1927, 23 per cent were 
admitted in the Steinthal-I stage, whereas in 1935, 
none was admitted in this stage. In the period from 
1915 to 1927, 25 per cent, and in 1935, 80 per cent, 
were admitted in the Steinthal-III stage. 

This decrease in operability is attributed by the 
author partly to the Sick Benefit Association which 
does not approve of hospitalization for diagnostic 
study and limits observations to the shortest time 
possible. Whether the blood test of Klein, which 
is now widely used by general practitioners of the 
Palatinate when the presence of cancer is suspected, 
will be of further aid in early diagnosis remains to 
be determined. (R. Gurzett). 

J. DaNtrEL WILLEMs, M.D. 





BIBLIOGRAPHY of CURRENT LITERATURE 


NotE—TuHE Bo.p Face FiGurEs IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF THIS 
IssUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founp. 


SURGERY OF THE 


Head 


The healing of linear fractures of the skull. R. G. VANcE. 
\m. J. Roentgenol., 1936, 36: 744. 

Advanced cancer of the head and neck. C. L. Martin. 
Am. J. Roentgenol., 1936, 36: 954. 

Osteomyelitis of the skull originating in the ethmoid 
area. W. F. CLEVENGER and H. L. Norris. Ann. Otol., 
Rhinol. & Laryngol., 1936, 45: 1040. 

Arteriovenous aneurysm of the cavernous sinus. O. 
IvVANISSEVICH. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 710. 

Anomaly of the lateral sinus: report of a case. G. D. 
Hoopre. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1010. 

Cirsoid aneurysm of the scalp. T. CLunre. Brit. M. J., 
1936, 2: 1183. 

Aneurysm of the anterior auricular branch of the super- 
ficial temporal artery. O. Lopes. Folha med., 1936, 17: 
485. 

Plastic surgery of the face for deformity and contrac- 
tures after nitric acid burns. R. A. Money. Med. J. 
Australia, 1936, 2: 848. 

The treatment of infections of the face by prophylactic 
venous obstruction. C. A. Roeper. Ann. Surg., 1936, 
104: III2. 

The preferable method of dealing with salivary fistula 
of the face. J. Gerke. Deutsche Zahn-usw. Heilk., 1936, 
3: 388. 

Radium in lesions of the face. I. BANcRort. California 
& West. Med., 1936, 45: 496. 

Symmetrical, tumifying, ossifying osteitis of the maxilla 
in old congenital lues. H. Raab. Ztschr. f.. Stomatol., 
1936, 34: 923. 

Osteomyelitis of the mandible. 
képzés, 1936, 26: 538. 

Osteomyelitis of the lower jaw; 2 cases. A. B. INcLAN. 
Cirug. ortop. y traumatol., 1936, 4: 205. 

Temporomaxillary ankylosis. L. V. Satcepo and L. 
ILABACA. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 
20: 1071. 

Bony temporomaxillary ankylosis. O. IvANISSEVICH. 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 1082. 

The operative treatment of ankylosis of the jaw. E. 
Rutten. Beitr. z. klin. Chir., 1936, 163: 414. 

Tumors of the jaws. G. AXHAUSEN and H. HAMMER. 
Zentralbl. f. Chir., 1936, pp. 1124, 1174. 
Giant-cell tumors of the jaws. S. 

Surg., 1936, 104: 1068. 


A. GuszicH. Orvos- 


Ann. 
[365] 


G. Mayor. 


Eye 


Unilateral congenital anophthalmos with an orbito- 
palpebral cyst. M. RosenBAuM. Am. J. Ophth., 10936, 
19: IIOI, 

Eye injuries. J. H. Carter. Texas State J. M., 1936, 
32: 542. 

Industrial eye injuries and their prevention. J. MrnTon. 
Brit. J. Ophth., 1936, 20: 673. 


HEAD AND NECK 


A new eye shield for use in industry. C. G. K. SHARP. 
Brit. J. Ophth., 1936, 20: 683. 

Carnosine of the ocular tissues. 
Ophth., 1936, 16: 986. 

The cortical innervation of ocular movements. N. P. 
Scata and E. A. Sprecer. Arch. Ophth., 1936, 16: 967. 

Heredity and consanguinity in ophthalmology. B. J. 
TISCORNIA. Rev. méd. Lat.-Am., 1936, 21: 1343. 

Apparent increase of hyperopia up to the age of nine 
years. E. V. L. Brown. Am. J. Ophth., 1936, 19: 1106. 

Certain sympathetic inter-reactions of the eye and nose. 
P. HALBRON. Presse méd., Par., 1936, 44: 1877. 

Dental infection in ophthalmology. C. CHarin. Rev. 
méd. de Chile, 1936, 64: 540. 

“Alcohol” amblyopia, pellagra, polyneuritis: a report 
of 10 cases. F. D. Carrory. Arch. Ophth., 1936, 16: gto. 

Tobacco amblyopia; alcohol amblyopia. F. D. CARROLL 
and C. R. FRANKLIN. Am. J. Ophth., 1936, 19: 1070. 

Tests for heterophoria: a protest. F. W. Martow. 
Arch. Ophth., 1936, 16: 982. 

Pulsating exophthalmos and its treatment. 
Zentralbl. f. Chir., 1936, p. 1611. 

Report of a case of marked exotropia treated with 
strong concave lenses. M. L. GREENE. Am. J. Ophth., 
1936, 19: 1106. 

The orthoptic treatment of squint. R. E. Russet and 
H. O. GARDNER. J. Iowa State M. Soc., 1936, 26: 676. 

Monocytic chloroma (reticulocystoblastoma with mono- 
cytic leukemia). M. E. Gump, E. G. Hester, and O. W. 
Loner. Arch. Ophth., 1936, 16: 931. 

Ocular changes in multiple sclerosis. D. MARSHALL and 
R. G. Larrp. Am. J. Ophth., 1936, 19: 1085. 

Glaucoma in amblyopia. S. V. ABRAHAM. 
Ophth., 1936, 19: 1094. 

Results of the surgery of glaucoma. L. BorHMAN and 
M. J. Biaess. Am. J. Ophth., 1936, 19: 1072. 

The réle of paracentesis in ophthalmology. W. F. Harpy. 
Am. J. Ophth., 1936, 19: 1097. 

The toxic effect of quinine on the eye. S. RICHARDSON. 
South. M. J., 1936, 29: 1156. 

The action of epinephrine on tthe diseased human eye: 
use of the stronger solutions for instillation. $. C. HOWELL. 
Arch. Ophth., 1936, 16: 1018. 

Trachoma in Tacumaén. J. A. SenA. Rev. Asoc. med. 
argent., 1936, 49: IOI5. 

Deposits of fat in trachomatous pannus. A. J. Bruck. 
Arch. Ophth., 1936, 16: 950. - [365] 

Dacryocystorhinostomy (the Mosher-Toti operation). 
W. B. Hoover. Surg. Clin. North Am., 1936, 16: 1695. 

The diagnosis and treatment of phlyctenular keratocon- 
junctivitis. C. De Ritts. Rassegna internaz. di clin. e 
terap., 1936, 17: 893. 

Iritis produced in rabbits’ eyes by the intravenous in- 
jection of crude and purified cultures of bacteria isolated 
from patients with certain inflammatory eye diseases. 
C. Berens, E. L. Nitson, and G. H. CHAPMAN. Am. J. 
Ophth., 1936, 19: 1060. 


A. C. Krause. Arch. 


HAN. 


Am. J. 


409 





410 INTERNATIONAL 


Subturbinal ethmoidectomy in the treatment of uveitis. 
J. M. Ross. J. Michigan State M. Soc., 1936, 35: 772. 

Studies in histechemistry. X. The distribution of 
Vitamin C in the lens of the eye. D. Giick and G. R 
Biskinp. Arch. Ophth., 1936, 16: 990. 

Biochemistry of the lens. X. The preparation of gluta- 
thione from the crystalline lens. J. BELLows and L. 
Rosner. Arch. Ophth., 1936, 16: 1001. 

Sulphur metabolism in senile cataract. M. C. BouRNE 
and D. A. CAMPBELL. Brit. J. Ophth., 1936, 20: 684. 

Postoperative distress in cases of senile cataract. W. H. 
McMULLEN. Brit. J. Ophth., {936, 20: 657. 

Diathermy in cataract extraction. T. L. 
J. Ophth., 1936, 19: 1105. 

The formation of new vessels in the vitreous. V. 
Arch. Ophth., 1936, 16: 1004. 

Bilateral cyst of the vitreous: report of a case. C. A. 
PERERA. Arch. Ophth., 1936, 16: 1015. 

Experimental detachment of the retina: treatment with 
subretinal injections of blood plasma. M. THomson and 
H. A. Cave. Arch. Ophth., 1936, 16: 964. 

Operative treatment of detached retina: principles ob- 
served by 6 individual operators. P. C. Jameson. Arch. 
Ophth., 1936, 16: 906. 

Six cases of retinal detachment which were treated 
surgically. R. F. Pererra. Rev. Asoc. med. argent., 1936, 
49: 1026. 

The treatment of retinal gliomas by the fractionated or 
divided dose principle of roentgen radiation: a preliminary 
report. H. E. Martin and A. B. REEsE. Atch. Ophth., 
1936, 16: 733. [365] 

The optic foramen. J. G. CLEGG. 1936, 
20: 667. 

Aneurysm of the internal carotid artery with atrophy 
and compression of the optic nerve. J. O. WETZEL. Am. 
J. Ophth., 1936, 34: 1053. 


TERRY. Am. 


TAN. 


Brit. J. Ophth., 


Ear 


Otomicroscopy in the living. E. LeuscHEr. J. Laryngol. 
& Otol., 1936, 51: 779. 366 
The essentials of adequate testing of hearing. 


A. E. 
Bowers. Colorado Med., 1936, 33: 876. 

Passive masking as an aid in the use of the audiometer. 
C. FrrEsTONE. Laryngoscope, 1936, 46: 924. 

Conduction deafness: statistical observations. A. 
Crocco. Arch. Otolaryngol., 1936, 24: 723. 

Differences in loudness response of the normal and hard- 
of-hearing ear at intensity levels slightly above the 
threshold. S. N. Recer. Ann. Otol., Rhinol. & Laryngol., 
1936, 45: 1029. 

M. J., 


The problem of otosclerosis. 
1936, 2: 1192. 

A method for the early detection * otosclerosis: a study 
of sounds well above the threshold. E. P. Fow.er. Arch. 
Otolaryngol., 1936, 24: 731. 

Otomycosis: an investigation of effective fungicidal 
agents in treatment. R. McBurney and H. B. Searcy. 
Ann. Otol., Rhinol. & Laryngol., 1936, 45: 988. 

Otic abscesses. F. J. Pérez. Rev. méd. d. Rosario, 
1936, 26: 607. 

Pathological changes in the ear in late congenital 
syphilis. O. Mayer and J. S. Fraser. J. Laryngol. & 
Otol., 1936, 51: 755. 

Cholesteatoma in chronic otitis media. 
MILLAN. Am. J. Roentgenol., 1936, 36: 747. 

Chronic suppurative cholesteatomatous otitis media; 
diffuse pyolabyrinthitis; purulent meningitis; operation; 
recovery. ARAUz and AcraA. Rev. Asoc. med. argent., 
1936, 49: 971. 


G. Cuuss. Brit. 


A. S. Mac- 


ABSTRACT OF SURGERY 


The treatment of otitis media and mastoiditis by the 
roentgen ray: an analysis of 50 consecutive cases. J. H 
Luctntan. Am. J. Roentgenol., 1936, 36: 946. 

Toxic labyrinthitis of nasopharyngeal origin. 
O’Connor. Laryngoscope, 1936, 46: 926. 

The management of labyrinthine infection. S. L. 
SHaprro. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1045. 

The roentgenological study of the mastoid area. F. L 
SCHUMACHER. Radiology, 1936, 27: 717. 

A study of mastoid infection in children. M. H. RoBErts. 
South. M. J., 1936, 29: 1207. 

The acute mastoid. B. N. Lrnceman. J. Indiana State 
M. Ass., 1936, 29: 636. 

The prevention of acute surgical mastoiditis. W. 
ENGLAND. West Virginia M. J., 1936, 32: 560. 

Chronic mastoiditis and its therapy. S. J. KoPETzky. 
J. Iowa State M. Soc., 1936, 26: 665. 

Removal of the petrous apex in a case of petrositis. J. 
M. Tato and D. TIeEFFENBERG. Rev. Asoc. med. argent., 
1936, 49: 986 

Petrous tip abscess. H. V. Aprx, Jr. Northwest Med. 
1936, 35: 455; 

Radical treatment of bilateral chronic otorrhea. J. | 
DeELsTANCHE. Bruxelles-méd., 1936, 16: 11. 


Nose and Sinuses 


Rhinophyma. W. C. CRABTREE. California & West. 
Med., 1936, 45: 485. 

A typical procedure for reconstruction of the tip of the 
nose, the septum, and the medial part of the ala nasi. R 
Fattin. Acta chirurg. Scand., 1936, 78: 492. [366] 

Monstrous unilateral hypertrophy of the nasal pyramid. 
J. A. C. AcutrreE. Rev. méd. d. Rosario, 1936, 26: 654. 

The sympathetic innervation of the nose: research 
report. O. LaRSELL and R. A. Fenton. Arch. Oto- 
laryngol., 1936, 24: 687. 

The effect of zinc ionization and the galvanic current 
on the reaction of the nasal mucosa to vasomotor drugs. 
W. F. WENNER and J. H. ALEXANDER. Arch. Otolaryngol., 
1936, 24: 742. 

The surgical treatment of ozena. 
méd. Lat.-Am., 1936, 21: 1263. 

The color of the nasal septum: its relation to autonomic 
imbalance. E. B. Britcutcx. Arch. Otolaryngol., 1936, 

: 768. 

The Killian operation for deformity of the nasal septum; 
death. P. L. Errecart. Rev. Asoc. med. argent., 1936, 
49: 974. 

A new postoperative nasal pack for submucous resection 
O. J. Dixon. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 
1184. 

Mixed tumors in the nose and throat. P. G. GoLpsMITH 
and P. E. IreELanp. Ann. Otol., Rhinol. & Laryngol., 
1936, 45: 940. y : 

Substances resembling ephedrine in experimental and in 
clinical sinusitis: research report. R. A. FENTON and O. 
LarsELL. Arch. Otolaryngol., 1936, 24: 714. 

The staphylococcus in relation to sinusitis, bronchitis, 
and bronchiectasis. F. D. Woopwarp. Arch. Otolaryngol., 
1936, 24: 753: ae ieee 

Some severe complications of paranasal sinusitis. T. R. 
Hoce. West Virginia M. J., 1936, 32: 564. 

A primary tumor of the frontal sinus. A. INCLAN and 
R. InctAN. Cirug. ortop. y traumatol., 1936, 4: 195. 

A roentgen study of the spheno-ethmoid sinuses. F. 
Smit. Arch. Otolaryngol., 1936, 24: 762. 

Operative and non-operative treatment of ethmoiditis 
J. D. Ketry. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 
1050. 


A. Atcatno. Rev. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Mouth 


Recent knowledge of disease of the buccal mucosa. 
C. RUPPE. Presse méd., Par., 1936, 44: 1724. 

Cancrum oris following a L. H. MACFARLANE. 
Brit. J. Child. Dis., 1936, 33: 

Quantitative studies on omental clefts of the lip. W. T. 
PEYTON and H. P. Ritcute. Arch. Surg., 1936, 33: 1046. 

Elongation of the partially cleft palate. J. B. Brown. 
Surg., Gynec. & Obst., 1936, 63: 768. 

The treatment of congenital cleft palate. J. J. WEIN- 
ZIEHER. Polski przegl. chir., 1936, 15: 214. 

The use of a palatine prosthesis following the removal 
of tumors of the palate. J. N. Roy. Bull. l’Ass. d. méd. de 
langue franc. de l’Amérique du Nord, 1936, 2: 321. 

The importance of alveolar infection in focal infections. 
H. Bear. Virginia M. Month., 1936, 63: 557. 

Adamantinoma. J. BERCHER, F. CopVELLE, and C. 
Ruppe. Presse méd., Par., 1936, No. 92, 1809. [366] 

Lingual thyroid. L. T. Buckman. Laryngoscope, 1936, 
40: 935: 

Intralingual thyroid: a discussion, with the report of a 
large struma presenting in the anterior part of the tongue. 
R. S. RosepaLe. Ann, Otol., Rhinol. & Laryngol., 1936, 


5: 1009. 

The radiological treatment of cancer. V. Carcinoma of 
the tongue. G. E. RricHarps. Canadian M. Ass. J., 1936, 
35: 503. 

Radiation treatment of carcinoma of the buccal cavity. 
R. — and C. E. Dumas. Am. J. Roentgenol., 1936, 

30: 
3} 

The. radiological treatment of cancer. 

lesions (except the tongue). 


M. Ass. J., 1936, 35: 599. 


VI. Intra-oral 
G. E. Ricwarps. Canadian 


Pharynx 


A dry-ice (carbon-dioxide ice) burn of the throat. P. S 
Strout. Laryngoscope, 1936, 46: 922. 

Salivary gland tissue in the tonsillar fossa. J. PorHov- 
nik. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1181. 

Chronic fever and cervical adenitis due to tonsillar in- 
fections. R. R. RopricuEz. Med. rev. mex., 1936, 17: 497. 

Retropharyngeal abscess. L. R1icHarps. New England 
J. Med., 1936, 215: 1120. [366] 

Roentgen treatment of carcinoma of the hypopharynx. 
J. Juut and O. StRANDBERG. Strahlentherapie, 1936, 56: 
259. [366] 


Neck 


Torticollis of unusual origin. L. H. Mayers. J. Am. M. 
Ass., 1936, 107: 1885. 

Tonsillar cysts of the neck. A. PAvLovsky. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1936, 20: 897. 

Hydatid cyst of the neck. V. P. Fontana. An. Fac. de 
med. de Montevideo, 1936, 21: 279. 

Blood cysts of the neck. Ciastnc. Zentralbl. f. Chir., 
1936, p. 1610. 

Rexible cane-shaped tracheotomy tube. R. M. 

Lukens. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1175. 

The physiology of the thyroid gland. C. R. HaRINGTON. 
Brit. M. J., 1936, 2: 1320. 

The chemistry of the thyroid gland. C. R. HartncTon. 
Brit. M. J., 1936, 2: 1269. 

Bilateral and medial aberrant thyroid. H. C. ScHMEISSER. 
South. M. J., 1936, 29: 1174. 

A practical clinical classification of thyroid diseases. 
R. B. Carrey. Surg. Clin. North Am., 1936, 16: 1490. 

Critical thyroid states, their diagnosis and treatment. 
F. H. Laney. Surg. Clin. North Am., 1936, 16: 1521. 


411 


Calcium and iodine metabolism in thyroid disease I. D. 
Puppet and G. M. Curtis. Arch. Int. Med., 1936, 58: 957. 

Hypothyroidism in the practice of otorhinolaryngology. 
B. L. Bryant. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 
1060. 

Inflammation of the thyroid, and goiter. J. RuTKOWSKI. 
Polski przegl. chir., 1936, 15: 5. 

Goiter; etiology: therapeutic notes. R. Dore. Bull. 
l’Ass. d. méd. de langue franc. de l’Amerique du Nord, 
1936, 2: 370. 

The perplexity of goiter. G. Muraz. 
1936, 44: 1761. 

The relationship of goiter to Basedow’s disease and 
iodine. J. F. McCLeNDON. Muenchen. med. Wchnschr., 
1936, I: 1002. 

Hyperthyroidism. L. M. HurxTHat. 
Am., 1936, 16: 1505. 

Borderline hyperthyroidism: 
of hyperthyroidism. 
Am., 1936, 16: 1513. 

Hyperthyroidism in elderly patients. 
Surg. Clin. North Am., 1936, 16: 1547. 

The value of blood-iodine estimations in the treatment 
of clinical hyperthyroidism. H. J. Perxrn. Surg. Clin. 
North Am., 1936, 16: 1509. 

The management of concomitant hyperthyroidism and 
pulmonary tuberculosis. R. B. CATTELL and J. M. MERE- 
pITH. Surg. Clin. North Am., 1936, 16: 1537. 

Thyroid adenomas and their clinical complications, 
with especial reference to the discrete adenoma. H. M. 
Ciute and H. L. AtBricut. New England J. Med., 1936, 
215: 1049. 

A single discrete adenoma of the thyroid with associated 
secondary hyperthyroidism. R. B. Catrett and E. B. 
Eckerson. Surg. Clin. North Am., 1936, 16: 1631. 


Presse méd., Par., 


Surg. Clin. North 


the differential diagnosis 
T. S. CLatBporneE. Surg. Clin. North 


N. W. Swinton. 


The technique of removal of discrete adenomas of the 
thyroid. F. H. Laney. Surg. Clin. North Am., 1936, 16: 


1639. 
A symposium on thyrotoxicosis. J. T. Lewis, A. E. 
BIANCHI, H. Gotta, M. YRIART, and others. 9. Cong. 
Asoc. med. argent., Buenos Aires, 1935. 

Intrathoracic goiter. F. H. Laney. 
Am., 1936, 16: 1613. 

Coronary obstruction in patients with Basedow’s dis- 
ease. A. F. LANpIVAR. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 834. 

Toxic nodular goiters. R. G. Doucuty. J. South Caro- 
lina M. Ass., 1936, 32: 284. 

The thyrocardiac. L. M. HurxTHAL. 
Am., 1936, 16: 1533. 

The thyrotoxic heart, with special reference to ‘masked 
hyperthyroidism.” J. Hay. Lancet, 1936, 231: 1377. 

Coronary occlusion in a patient with Basedow’s disease; 
subtotal thyroidectomy. A. F. LANpivar, R. G. Boscn, 
and C. Escuttes. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1936, 20: 872. 

Two cases of hyperthyroidism with residual exoph- 
thalmos and Addison’s disease. F. DEP. MrranpA. Gac. 
méd. de Mexico, 1936, 66: 203. 

X-ray treatment in cancer of the thyroid. H. F. Hare. 
Surg. Clin. North Am., 1936, 16: 1649. 

Anesthesia for thyroid surgery. L. F. Stse. 
North Am., 1936, 16: 1557. 

Cyclopropane anesthesia in thyroidectomy. A. GOETSCH. 
Ann. Surg., 1936, 104: 982. 

The technique of subtotal thyroidectomy for hyper- 
thyroidism. F. H. Laney. Surg. Clin. North Am., 1936, 
16: 1583. 

Stage operations in severe hyperthyroidism. 
LAHEY. Ann. Surg., 1936, 


Surg. Clin. North 


Surg. Clin. North 


Surg. Clin. 


F. H. 
104: 961. [367] 








412 INTERNATIONAL ABSTRACT OF SURGERY 


Stage operations in severe hyperthyroidism. S. F. 
MarSHALL and T. H. West. Surg. Clin. North Am., 
1936, 16: 1567. 

Tracheal collapse complicating thyroidectomy: case 
report. M. C. PETERSON and E. A. ROVENSTINE. Anes. 
& Anal., 1936, 15: 300. 

Postoperative myxedema. L. M. 
Clin. North Am., 1936, 16: 1597. 

Hyperparathyroidism in siblings. L. 
F. S. Smyta. Ann. Surg., 1936, 104: 971. 

Parathyroidectomy. C. ZUCKERMANN. Rev. mex. de 
cirug., ginec. y cancer, 1936, 4: 665. 

Hypoparathyroidism following operation for hyper- 
parathyroidism due to adenoma tolerance for parathyroid 
extract. R. D. McCuivre. Arch. Surg., 1936, 33: 808. [367] 

Postoperative parathyroid tetany. N. W. SwINTON and 
T. S. CLatporneE. Surg. Clin. North Am., 1936, 16: 1601. 

Laryngoscopy. J. V. MANERO. Rev. de cirug., Hosp. 
Juarez, Mex., 1936, 7: 275. 

Hyperplastic laryngitis of singers. B. 
Otolaryngol., 1936. 24: 764. 


HUuRXTHAL. Surg. 


GOLDMAN and 


Katz. Arch. 


SURGERY OF THE 


Brain and Its Coverings, Cranial Nerves 


The treatment of concussion. RITTER. Zentralbl. f. 
Chir., 1936, p. 1609. 

Follow-up studies on the sequele of brain injury. R. 
OLSEN. Ugesk. f. Leger, 1936, p. 782. 

Brain edema and swelling. G. Jorns. Chirurg, 1936, 

‘On the changes in the visual function occurring in 
cases of lesions of the left occipital lobe. M. BALapo, E. 
AproGvE, and E. FrRaANKE. Arch. argent. de neurol., 1936, 
15: 10. 

Brain abscess. H. N. Rospack and J. N. SHERMAN. J. 
Kansas M. Soc., 1936, 37: 492. 

Otogenic cerebral abscesses. T. 
d. Rosario, 1936, 26: 613. 

Otogenic intracranial abscess. W. T. 
Rev. méd. d. Rosario, 1936, 26: 621. 

Metastatic abscesses of the cerebrum and cerebellum in 
the course of bronchopulmonary suppurations. A. 
CHARRIER and M. Ferrapov. Rev. de chir., Par., 1936, 
55: 642. [369] 

An unusual case of brain abscess. H. M. Jay. J. 
Laryngol. & Otol., 1936, 51: 787. 

The importance of cerebral air studies in the differentia- 
tion of brain tumor from intracranial vascular disease. 
Horrax. Surg. Clin. North Am., 1936, 16: 1653. 
The reliability of the roentgenographic signs of intra- 
cranial tumor. M. C. Sosman. Am. J. Roentgenol , 1936, 
36: 737: ] 

Vertigo in brain tumors, with special reference tothe 
results of labyrinth examination. F. A. SpreGEL and A. 
ALEXANDER. Ann. Otol., Rhinol. & Laryngol., 1936, 45 
979. 

Vascular deformities and vascular tumors of the brain. 
H. BerGcstranp, H. OLIVEcRONA, and W. TOENNIs. 1936: 
Leipzig, Thieme. 

“Acute” subdural hematoma and acute epidural 
hemorrhage; a study of 72 cases of hematoma and 17 cases 
of hemorrhage. F. KENNEDY and H. Wortis. Surg., 
Gynec. & Obst., 1936, 63: 732. 

The réle of scurvy in the etiology of chronic subdural 
hematoma. T. H. INcatts. New England J. Med., 1936, 
215: 1279. 


Fracasst. Rev. méd. 


FOTHERINGHAM. 


Laryngitis and tracheobronchitis; with reference to non 
diptheritic infections. T. R. Gittins. Ann. Otol., Rhinol 
& Laryngol., 1936, 45: 1165. 

Blastomycosis occurring in the larynx. 
and C. J. Bucuer. Ann. Otol., Rhinol. 
1936, 45: 923- 

Two cases of perichondritis of the larynx. N. von 
SousrRoN and R. PopestA. Rev. Asoc. med. argent., 
1936, 49: 978. 

The value of roentgenography of the neck, with special! 
reference to its use in the diagnosis and treatment of 
laryngeal and tracheal obstruction. C. L. Jackson. Ann 
Otol., Rhinol. & Laryngol., 1936, 45: 951. [368] 

Radical x-ray treatment of malignancy in the larynx 
and pharynx. J. H. D. WessTer. Brit. J. Radiol., 1936. 
9: 799. 

Laryngectomy: improved technique. 
South. M. J., 1936, 29: 1165. 

An artificial larynx, with the patient demonstrating its 
use. S. IcLaver. Ann. Otol., Rhinol. & Laryngol., 1936, 
45: 1176. 


L. H. Crier: 
& Laryngol. 


E. A. Looper. 


NERVOUS SYSTEM 


The importance of cerebral stereo-angiography in con 
nection with the operative treatment of cerebral heman 
gioma. L. BENEDEK and T. Huettt. Ztschr. f. Neurol., 
1936, 156: 132. [370} 

The management of intracranial tumors in New Zealand 
ALLEN. New Zealand M. J., 1936, 35: 357. 

The roentgen treatment of tumors of the brain or spinal 
cord in the operating room by direct radiation through 
the open wound. C. A. EtsBerc, L. M. Daviporr, and 
C. G. Dyke. Surg., Gynec. & Obst., 1936, 63: 794. 

Pituitary tumors. J. H. Biccart and N. M. Dor 
Brit. M. J., 1936, 2: 1153. 

Pituitary tumors. J. H. Biccart and N. M. Dorr 
Brit. M. J., 1936, 2: 1206. 

The histogenesis of neoplasms arising in the pituitary 
gland. C. JAkos. Rev. neurol. de Buenos Aires, 1936, 
1: 99. 

Pituitary adenomas and their differential diagnosis 
J. T. Travers. Radiology, 1936, 27: 708. 

The treatment of intrasellar tumors by radon. W. O 
LoncE. Brit. M. J., 1936, 2: 1257. 

Dermoid and epidermoid tumors (cholesteatomas) of 
the certral nervous system. J. G. Love and J. W. KErNo- 
HAN. J Am. M. Ass., 1936, 107: 1876. {371} 

Advances in brain surgery. C. M. BEHREND. Med 
Welt, 1936, p. 5. 

Aseptic postoperative meningitis in cystic and degen 
erating blastomas. G. MERREM. Deutsche Ztschr. f 
Chir., 1936, 247: 105. 

Pachymeningitis and leptomeningitis. H. PETTE. 1936: 
Berlin, Springer. 

Occipital meningo-encephalocystocele. J C. BARBERIS. 
Bol. Soc. de cirug. de Rosario, 1936, 3: 219. 

Enchondroma of the dura mater of the brain. B. 
Austont. Arch. ital. di chir., 1936, 44: 271. 

Electrocoagulation of the gasserian ganglion. HERTE! 
Zentralbl. f. Chir., 1936, p. 1608. 

Glossopharyngeal neuralgia. W. B. Hoover and J. L. 
PopPEN. J. Am. M. Ass., 1936, 107: 1015. [371 


Spinal Cord and Its Coverings 


Concerning injuries of the spinal cord. G. JEFFERSON 
Brit. M. J., 1936, 2: 1125. 








Ss 


non 
ino] 


LERI 
gol. 


VON 
ent., 
ecia! 
it of 
Ann 
(368) 
rynx 
1930. 
PER, 


ig its 
1930, 


con 
man 
urol., 
[370} 
land 
pinal 
‘ough 
and 
JOTI 
JOTT 


itary 
1930, 
nosis 
V.0 
s) of 
-RNO- 
{371} 
Med 


egen 
ee 


1930: 
-ERIS. 
B. 


RTE! 
J.L. 
(371 


RSON 








BIBLIOGRAPHY OF CURRENT LITERATURE 413 


Circulatory disturbances of the spinal cord and brain. 
F, HILLER. 1936: Berlin, Springer. 

The relief of pain by the use of subarachnoid alcohol 
injection. Indications, contra-indications, technique, and 
results in 82 patients. J. L. Poppen. Surg. Clin. North 
Am., 1936, 16: 1663. 

Operative treatment of syringomyelia. G. MARTINOFF. 
Fol. neuropath. eston., 1936, 15/16: 392. 

Multiple tumors within the spinal canal; diagnosis by 
means of lipiodol injected into the subarachnoid space 
(myelography). J. D. Camp. Am. J. Roentgenol., 1936, 


36: 775. 

Extramedullary hemangioblastoma of the cauda equina: 
report of a case, with notes upon the histological appear- 
ance of the tumor. O. A. TuRNER and R. R. RENNER. 
Ohio State M. J., 1936, 32: 12109. 


Peripheral Nerves 


The surgical treatment of injuries to the peripheral 
nerves. A. W. Apson. J. Kansas M. Soc., 1936, 37: 497. 

Paralysis of the brachial plexus of the Duchenne-Erb 
type and an arteriovenous aneurysm due to a gunshot 
wound. O. Luque, V. Bertota, and M. J. PeErrortt. 
Arch. argent. de neurol., 1936, 15: 3. 

Reflex contracture in complete median nerve division. 
H. ALTENBURGER and W. Woparz. Monatsschr. f. 
Unfallheilk., 1936, 43: 302. 

Obstetrical paralysis; its cause and treatment. J. W. 
SEVER. Cirug. ortop. y traumatel., 1936, 4: 157. 

Radicular sciatica symptomatic of malignancy in the 
sacral canal. L. R. FLores. Rev. mex. de cirug., ginec. y 
cAncer, 1936, 4: 595. 


SURGERY OF 


Chest Wall and Breast 


Isolated fracture of the sternum. R. VALKANytI. Orvosi 
hetil., 1936, p. 876. 

A case of gynecomastia. R. D. G. P. Smaons. Bruxelles- 
méd., 1936, 16: 1733. 

Cystic mastopathy. Henke. Beitr. z. klin. Chir., 1936, 
164: 160. 

Benign tumors of the breast in the male. A. Ecies. 
Semana méd., 1936, 43: 1460. 

A note on Paget’s disease of the nipple. Str L. CHEATLE. 
Lancet, 1936, 231: 1462. 

The occurrence of carcinoma of the breast in young 
women. G. W. TayLor. New England J. Med., 1936, 215: 
1276. 

The placing of long radon needles in the treatment of 
carcinoma of the breast: a preliminary note. J. L. Grove 
and W. P. Horman. Med. J. Australia, 1936, 2: 771. 

Nine cases of partial amputation of the breast for early 
carcinoma. D. C. L. Fitzwityitams. Proc. Roy. Soc. 
Med., Lond., 1936, 30: 166. 

Plastic replacement of a breast five years following 
radical amputation for cancer. G. BAKAcs. Orvosi hetil., 
1936, p. 825. 


Trachea, Lungs, and Pleura 


Mycotic infections found in the trachea and bronchi. 
E. A. Looper. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 
1153. : 
Variations of the pulmonary arteries and veins in various 
animals, particularly in man. V. The functional signifi- 


Elephantiasis neuromatodes. W. BRUNNER. Deutsche 


Ztschr. f. Chir., 1936, 246: 751. 


Sympathetic Nerves 


The effect of streptococcal toxin on the sympathetic 
nervous system; its réle in the physiology and pathology 
of scarlet fever. P. GASTINEL, M. Conte, and J. DELARUE. 
Presse méd., Par., 1936, No. 92, 1896. 

The present status of surgery of the sympathetic nervous 
system. W. J. M. Scorr. New York State J. M., 1936, 
36: 1955. ’ 

Surgery of the sympathetic nervous system. G. E. 
Gask and J. P. Ross. 1936: Leipzig, Barth. 

The pupil after cervicothoracic sympathetic ganglio- 
nectomy: photographic observationsin man. J. R. Mutcu. 
Edinburgh M. J., 1936, 43: 743. 

The choice of operation in hypertension; the effects of 
novocain blockage of the splanchnic nerves in hypertension. 
R. Lericue. Rev. de chir., Par., 1936, 55: 635. 

The results of operations performed on the lumbosacral 
sympathetic. L. Scumipt. Zentralbl. f. Chir., 1936, p. 
1524. 

Surgery of the lumbar sympathetic; an experimental 
arteriographic study. F. ALBert and P. Dumont. Rev. 
belge d. sc. méd., 1936, 8: 445. 


Miscellaneous 


Advances in neurosurgery. H. Urspan. Wien. klin. 
Wchnschr., 1936, 1: 795. 
Lumbar puncture in general practice. W. G: WYLLIE. 


Practitioner, 1936, 137: 906. 


THE THORAX 


cance of muscle folds. M. Taxrno and S. Miyake. Acta 
scholae med. univ. imp., Kioto, 1936, 18: 226. 

The development of congenital cavities in the lung. L. 
LEHR. 1936: Erlangen, Dissertation. 

The nature and prevention of traumatic inflammation 
of the lung. H. Remyperc and A. Kapran. Wien. klin. 
Wehnschr., 1936, 1: 560. 

The biplane fluoroscope as an aid in bronchoscopy. 
C. L. Jackson and W. E. CHAMBERLAIN. Ann. Otol., 
Rhinol. & Laryngol., 1936, 45: 1143. 

Foreign bodies in the air and food passages. C. I. 
JouNson and C. F. Fercuson. New England J. Med., 
1936, 215: 1054. 

Forceps for extracting a nail or screw lodged head up- 
ward from the bronchus. C. L. Jackson. Ann. Otol., 
Rhinol. & Laryngol., 1936, 45: 1178. 

Bronchoscopic aspects of hemoptysis. M. C. Myerson. 
Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1101. 

Pulmonary hemorrhage studied and treated by the 
bronchoscopist. M. F. ArBucKLe. Ann. Otol., Rhinol. & 
Laryngol., 1936, 45: 1114. 

Pulmonary actinomycosis. H. Y. Harper. J. South 
Carolina M. Ass., 1936, 32: 270. 

Mycotic tumor of the lung; pseudocancerous primary 
aspergillosis. M.L. KinpBerc, M. Parat, and H. NETTER. 
Presse méd., Par., 1936, No. 92, 1834. 

Hydatid cyst of the lung with uninvolved pleura. A. 
CEBALLOS. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 760. 

Multiple hydatid cyst of the lung and its treatment. 
F. MELINA. Rassegna internaz. di clin. e terap., 1936, 17: 
870. 



































































































































































414 INTERNATIONAL 





The treatment of suppurative hydatid cyst of the lung 
and its sequele. R. A. Praccio and F. a Arch. 
uruguayos de med., cirug. y especial., 1936, 9 

Details of technique and causes of Pt in ‘hydatid 
cyst of the lung. B. Catcacno. Bol. y trab. Soc. de cirug. 
de Buenos Aires, 1936, 20: 711. 

Bronchial obstruction in chronic tuberculosis. K. A. 
PHEtps. Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1133. 

Pulmonary tuberculosis and primary carcinoma of the 
lung; a report of 2 cases. K. NELSON. Virginia M. Month., 


1936, 63: 530. he: : 
The surgical treatment of tuberculous cavities. W. 
OstrowskI. Lek. wojsk., 1936, 27: 641. 


The treatment of large tuberculous cavities. Y. La- 
PIERRE. Presse méd., Par., 1936, 44: 1758. 

Collapse therapy in pulmonary tuberculosis. J. J. 
Lioyp. Internat. Clin., 1936, 4: 240. 

The importance of roentgen findings in the study of 
changes occurring in the lung in the course of surgical 
retractile-collapse therapy. A. Brastni. Radiol. med., 
1936, 23: 773. [372] 

Therapeutic pneumothorax. J. A. AsEeNsio. Clin. y 
lab., 1936, 21: 248. 

Pneumothorax treatment of tuberculosis: a clinical and 
roentgenological evaluation. R. K. CHILDERHOSE. Radi- 
ology, 1936, 27: 741. 

Some complications attending artificial pneumothorax. 
J. A. Myers and I. Levine. J.-Lancet, 1936, 56: 601. 

A severe accident of artificial pneumothorax. M. E. 
VERGELIN. Semana méd., 1936, 43: 1215. 

The use of phrenic neurectomy combined with artificial 
pneumoperitoneum for collapse of the adherent tuberculous 
lung. M. Joannipes and O. C. Scutackx. J. Thoracic 
Surg., 1936, 6: 218. 

What is the value of phrenic exeresis in the surgical 
treatment of pulmonary tuberculosis and in association 
with pneumothorax and pneumoperitoneum? WERWATH. 
Zentralbl. f. Chir., 1936, p. 2097. 


Phrenicectomy ‘with pneumothorax therapy. G. Porx 
and R. ETIENNE. Presse méd., Par., 1936, 44: 1865. 
The technique of thoracoplasty. W. Grar. Chirurg, 


1936, 8: 4609. 

The most useful and conservative type of thoracoplasty, 
with particular reference to social medicine. W. GrarF. 
Beitr. z. Klin. d. Tuberk., 1936, 88: 324. 

Anterolateral thoracoplasty in the treatment of pul- 
monary tuberculosis. P. D. Katyar. J. Indian M. Ass., 
1936, 6: II5. 

Clinical indications of anterolateral thoracoplasty. P. D. 
Katyar. J. Indian M. Ass., 1936, 6: 122. 

Lobectomy in bronchiectasis. W. H. C. Romants and 
T. H. Settors. Lancet, 1936, 231: 1445. 

Lung abscess. A. Lezitus. Ergebn. d. Chir., 
511. 

Non-tuberculous abscess of the lung. E. C. CuTLer 
and R. E. Gross. J. Thoracic Surg., 1936, 6: 125. 

Abscess and pulmonary tuberculosis. R. DESMEULEs. 
Bull. l’Ass. d. méd. de langue frang. de l’Amérique du 
Nord, 1936, 2: 347. 

The diagnosis and treatment of the fusospirochetal 
type of lung abscess. D. T. Satu. Internat. Clin., 1936, 
a: 222. 

Etiological factors in the pathogenesis of putrid abscess 
of the lung. L. Stern. J. Thoracic Surg., 1936, 6: 202. 

Aspiration in the diagnosis, prognosis, and treatment of 
pulmonary abscess. STEFANINI. Rev. de chir., Par., 1936, 
55: 689. 

The histology of pleuropulmonary lesicns in chronic 
suppuration of the lung; a study of surgically removed 
tissues. S. PRINCIGALLI. Ann. ital. di chir., 1936, 15: 453. 


1936, 29: 
[372] 


ABSTRACT OF SURGERY 










Interlobarempyema. R. H. OverHOLT and R. H. Betts. 
Surg. Clin. North Am., 1936, 16: 1675. 

The treatment of lung abscess. C. I. ALLEN and (sas 
BLACKMAN. J. Thoracic Surg., 1936, 6: 156. 373] 

Three cases of resection of calcified pulmonary abscess 
(or tuberculosis) simulating tumor. E. A. GRAHAM and 
J. J. Stncer. J. Thoracic Surg., 1936, 6: 173. [373] 

Fibroma of the lung. Stan. Zentralbl. f. Chir., 1936, 
p. 1536. 

Benign adenoma of the bronchus. H. O. PETERSON. 
Am. J. Roentgenol., 1936, 36: 836. [373] 

A primary bronchogenic epithelioma with multiple 
cerebral metastases. R. A. Ley. Bruxelles-méd., 1936, 
16: 1712. 

Primary suppurative cancers of the lungs. SERGENT, 
KourILsky, TuRIAF, and PAucHARD. Presse méd., Par., 
1936, No. 92, 1793. 

Radium therapy of malignant tumors of the respiratory 
tract. C. ToRRIGIANI and V. PaLumBo. Rassegna inter- 
naz. di clin. e terap., 1936, 17: 778. 

Operative cure of cancer of the lung by lobectomy. 
Rist, Monop, and Jacquet. Mém. l’Acad. de chir., 
Par., 1936, 62: 1203. 

Recurrent idiopathic spontaneous pneumothorax. L. K. 
SycamMorE. Am. J. Roentgenol., 1936, 36: 844. 

The treatment and prognosis of pleural empyema in 
childhood. O. Utter. Acta chirurg. Scand., 1936, 78 ei 

374 

The treatment of empyema. K. Sanrarius. Lek. 
wojsk., 1936, 27: 679. 

Thoracoplasty in the treatment of purulent tuberculous 
pleurisy. A. Montts. Presse méd., Par., 1936, 44: 1878. 

Decortication of the lung for tuberculous pleurisy. 
R. M. WALKER. Proc. Roy. Soc. Med., Lond., 1936, 30: 
168. 

Intercostal neurectomy to abolish pain in empyema 
wounds. R. H. OverHOLT. Surg. Clin. North Am., 1936, 
16: 1669. 

Preliminary pneumothorax in thoracic surgery. A. 
CEBALLOS. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 703. 

Preliminary pneumothorax in thoracic surgery. J. ARCE. 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 765. 


Heart and Pericardium 


The technique of treatment of wounds of the heart. 
J. Maass. Rev. de cirug., Hosp. Juarez, Mex., 1936, 7: 
307. 

Successful suture of a penetrating stab wound of the 
heart. J. B. SrenBuck. New York State J. M., 1936, 36: 
1867. 

Cardiodynamics in relation to analysis of the cardiac 
contour. M. L. Sussman. Am. J. Roentgenol., 1936, 36: 
854. 

A comparative study of the patho-anatomy and roent- 
genology of congenital cardiac defects. K. SoONDERGAARD. 
Acta radiol., 1936, 17: 454. 

Calcification of the pericardium. T. Martini, M. 
JosELevicn, E. Lipa, and O. F. Nocuera. Semana méd., 
1936, 43: 1183. 

The operation and the results of excision of the peri- 
cardium in dense fibrosing pericarditis. H. H. WESTER- 
MANN. Ergebn. d. Chir., 1936, 29: 415. [374| 


Esophagus and Mediastinum 


The anatomy of the thymus and its clinical importance. 
J. M. Jorce and S. I. Nupetman. Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1936, 20: 1119. 








le 


rt. 
the 
30: 
iac 
nt- 
RD. 


M. 
d., 


eri- 
ER- 
74| 


ice. 








Difficulties and pitfalls in the insinuation of the esopha- 
goscope. C. Jackson. Ann. Otol., Rhinol. & Laryngol., 
1936, 45: I109. 

A child-size esophagogastroscope; an adult esophagogas- 
troscope. G. Tucker. Ann. Otol., Rhinol. & Laryngol., 
1936, 45: 1179. 

Reflex esophageal spasm. A. A. Masciotra, Semana 
méd., 1936, 43: 1422. 

Some problems in esophageal atresia. C. A. HEATLY. 
Ann. Otol., Rhinol. & Laryngol., 1936, 45: 1122. 

A new method of gradual dilatation of benign strictures 
of the esophagus. C. L. Hoac. West. J. Surg., Obst. & 
Gynec., 1936, 44: 679. 

Diverticula of the esophagus. A review of the literature 
with notes on 4 cases of pulsion diverticulum operated 
upon by a 1-stage technique (modified Gaub-Jackson). 
J. A. PERRONE. Laryngoscope, 1936, 46: 899. 

Roentgen therapy for neoplasms of the esophagus. J. 
LayeRA and F, P. Mascfas. Rev. Asoc. med. argent., 
1936, 49: 985. ; 

Resection of the lower esophagus and cardia. E. G. 
Murr. Proc. Roy. Soc. Med., Long., 1936, 30: 162. 

Artificial anterior and posterior pneumomediastinum. 
A, FRANCAVIGLIA. Rassegna internaz. di clin. e terap., 
1936, 17:.933- . 

Acute infections of the mediastinum, with special ref- 
erence to mediastinal suppuration. H. NevunHor. J. 
Thoracic Surg., 1936, 6: 184. [375] 

Abscess of the mediastinum. R. C. FisHer. J. Thoracic 
Surg., 1936, 6: 212. 

Seven surgically treated cases of mediastinal tumor. 
P. Butt. Zentralbl. f. Chir., 1936, p. 2028. 

Hemangiosarcoma of the mediastinum. H. LILTeNTHAL. 
Ann, Surg., 1936, 104: 1107. 





BIBLIOGRAPHY OF CURRENT LITERATURE 415 


Lymphosarcoma of the mediastinum with metastases 
to the skeleton. Report of a case. W. S. MrppLeTon, 
E. A. PoHLe, and G. Ritcute. Am. J. Cancer, 1936, 28: 
559. [376] 

Miscellaneous 


Penetrating wounds of the thorax with injuries of the 
mediastinal organs; frequency, etiology, symptoms, and 
treatment. J. G. GANDARA. Rev. de cirug., Hosp. Juarez, 
Mex., 1936, 7: 201. 

Eventration of the diaphragm. A. CEBALLOs. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1936, 20: 762. 

Hiatus hernia. I. W. Hetp and A. A. GoLpBLoom. 
Rev. Gastroenterol., 1936, 3: 291. 

Thoracic stomach. LAMATTINA, MARINELLI, and TEN- 
cont. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 
787. 
Thoracic stomach. CArErRo and Det VALLE. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1936, 20: 812. 

Thoracic stomach. M. Gamsoa and J. M. Jorce. Bol. 
y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 838. 

Division of the ribs as an aid in closing a diaphragmatic 
hernia. C. E. Brrp. Ann. Surg., 1936, 104: 993. [376] 

Chylothorax. O. A. Beatty. J. Thoracic Surg., 1936, 
6: 221. 

An intrathoracic cystic lymphangioma. C. F. SKINNER 
and M. E. Hosss. J. Thoracic Surg., 1936, 6:98. [376] 

The present status of thoracic surgery. R. B. BAILey. 
West Virginia M. J., 1936, 32: 537. 

Some new thoracic surgical instruments. N. BETHUNE. 
Canadian M. Ass. J., 1936, 35: 656. 

New contributions to the question of the indications for 
the method called “differential pressure” in thoracic sur- 
gery. H. Kriitan. Anes. et anal., 1936, 2: 543. 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Hernia of the costo-iliac region due to congenital chon- 
drocostal aplasia associated with flat-foot. L. CHrop1n. 
Bol. Soc. de cirug. de Rosario, 1936, 3: 263. 

A dermoid cyst of the inguinal canal. S. ALonso. Rev. 
méd. d. Rosario, 1936, 26: 779. 

The etiology and pathogenesis of hernia. B. DELL’CRo. 
Bol. Soc. de cirug. de Rosario, 1936, 3: 232. 

A right oblique inguinal hernia with appendicitis; 
clinical picture, diagnosis, and treatment. R. MART{NEz. 
Rev. de cirug., Hosp. Juarez, Mex., 1936, 7: 303. 

The injection treatment of large external inguinal rings 
without hernia. L. M. Larson and C. O. Rice. J.- 
Lancet, 1936, 56: 622. 

Inguinal radical operation for the repair of femoral 
hernia. J. Papp and K. TeppersBerc. Zentralbl. f. Chir., 
1936, p. 1276. 

The inguinal method of operation for femoral hernia. 
F. O. Mayer. Zentralbl. f. Chir., 1936, p. 1348. 

The injection method of treatment for hernia. A. J. 
WEBER. J. Kansas M. Soc., 1936, 37: 485. 

The surgical treatment of 500 hernia. F. GLENN and 
A. F. McBripe, Jr. Ann. Surg., 1936, 104: 1024. 

The intraperitoneal approach for the repair of ingui- 
nal hernia. L. E. Surron. Ann. Surg., 1936, 104: on 

Plastic operations for large hernia following pararectal 
incisions. M. MAtyas. Zentralbl. f. Chir., 1936, p. 1158. 

Plastic repair of the fat abdomen. H. BIESENBERGER. 
Zentralbl. f. Chir., 1936, p. 1390. 


Acute peritonitis. G. BoHmansson. Zentralbl. f. Chir., 
1936, p. 2013. 

Acute peritonitis. J. J. CaypeNrus. Zentralbl. f. Chir., 
1936, p. 2014. 

Streptococcal peritonitis complicating scarlet fever. D. 
Erskine. Brit. J. Child. Dis., 1936, 33: 272. 

The use of morphine in peritonitis. O. Sjéqutsr. 
Zentralbl. f. Chir., 1936, p. 2015. 

The serum treatment of peritonitis. O. Kapet. Zen- 
tralbl. f. Chir., 1936, p. 2015. 

Cysts of the mesentery. C. LuGones and D. A. MOoLINa. 
Rev. méd. Lat.-Am., 1936, 21: 1282. 

Volvulus of the omentum. R. L. Mascrorrra and F. T. 
FERRANDO. Rev. méd.-quirarg. de patol. femenina, 1936, 
4: 509. 

Gastro-Intestinal Tract 


Drugs as an aid in roentgen examination of the gastro- 
intestinal tract. M. Ritvo. Am. J. Roentgenol., 1936, 
36: 868. 

Lymphoblastoma of the gastro-intestinal tract. W. C. 
Martin. Am. J. Roentgenol., 1936, 36: 881. 

Indications for endoscopy in the diagnosis and treatment 
of the food and air passages, including gastroscopy. M. B. 
Licut. J. Med., Cincinnati, 1936, 17: 48r. 

Flexible tube gastroscopy: technique. J. L. BorLanp. 
Am. J. Digest. Dis. & Nutrition, 1936, 3: 744. 

An experimental study with certain tips used on the 
Wolf-Schindler flexible gastroscope. R. SCHINDLER and 
J. F. RensHaw. Am. J. Digest. Dis. & Nutrition, 1936, 3: 
747. 





410 


The pathological yardstick; its accuracy as an instru- 
ment for measuring errors in clinical, roentgenological, 
and surgical diagnosis of gastric lesions. L. G. CoLe. 
Surg., Gynec. & Obst., 1936, 63: 689. 

Chiorine loss in high-grade alia stenosis and its 
treatment. H. MELTZER and W. Spier. Zentralbl. f. 
Chir., 1936, p. 1986. 

The use of salt solution in surgery. II. Pyloric stenosis 
and operations on the stomach and intestines. J. Papp 
and K. TepPpeRBERG. Chirurg, 1936, 8: 493. 

Partial excision of the pyloric sphincter muscle. G. W. 
NAGEL. West. J. Surg., Obst. & Gynec., 1936, 44: 6094. 

Leukemia of the stomach producing hypertrophy of the 
gastric mucosa. L. G. RicLer. J. Am. M. Ass., 1936, 
107: 2025. 

Is gastritis a common disease? S. Morrison and M. 
FELDMAN. Rev. Gastroenterol., 1936, 3: 301. 

Chronic hypertrophic ulcerative gastritis treated by 
Coutard’s method of roentgen therapy. A case report with 
unusual course and result. R. ScHINDLER. Am. J. Digest. 
Dis. & Nutrition, 1936, 3: 751. 

The relationship between gastritis and cancer of the 
stomach. S. M. KatzNeLson. Problémes d’oncol., 1936, 
10: 63. 

Gastric hemorrhage and its endoscopic control. P. 
CHEVALLIER and F. Mourier. Presse méd., Par., 1936, 
No. 92, 1814. 

Fatal hemorrhage from a miliary aneurysm of a gastric 
mucosa artery. H. Hoeizer. Zentralbl. f. Chir., 1936, p. 
1990. 

Syphilis versus carcinoma of the stomach; thorium 
dioxide injection. A. M. Gorpon. J. Iowa State M. Soc., 
1936, 26: 674. 

Experimental studies on the pathogenesis of gastric 
ulcer. M. MazzarRELLI. Ann. ital. di chir., 1936, 15: 497. 

Ulcer of the cardia. E. A. VALLEJO. Med. Ibera, 1936, 
20: 273. 

Ac! gastric ulcer. M. GRUNBERG and F. JoNncK- 
HEERE. Bruxelles-méd., 1936, 16: 1854. 

Thirty cases of perforated gastric and duodenal ulcer. 
B. Jovanovié. Srpski arch. lekarst., 1936, 38: 401. 

Perforation of gastroduodenal ulcer and my surgical 
experience with it. J. M. Rementrerfa. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1936, 20: go2. 

The treatment of gastric and duodenal ulcer. E. RosEN- 
THAL. Rev. Gastroenterol., 1936, 3: 309. 

The application of histidine in gastroduodenal ulcer. 
V. Masrronarpi and F. Bacnasco. Rev. Asoc. med. 
argent., 1936, 49: 955. hae ; 

The surgery of hematemesis in chronic peptic ulcer. M. 
SmytH and F. p’ABREU. Lancet, 1936, 231: 1453. 

Late results of surgical treatment of gastric and duo- 
denal ulcer and gastric cancer. E. Harms. Arch. f. klin. 
Chir., 1936, 185: 241. 

Benign tumors of the stomach. A. RENANDER. 
radiol., 1936, 17: 491. 

Schwannoma of the stomach. O. Cames, J. M. Crp, and 
E. Roncoront. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1936, 20: 798. 

Schwannoma of the stomach. Cagerro. Bol. y trab. 
Soc. de cirug. de Buenos Aires, 1936, 20: 809. 

Schwannoma of the stomach. E. E. Manson. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1936, 20: 823. 

Linitis plastica with extension to the colon. M. OTTsEN. 
Hosp.-Tid., 1936, p. 937. 

Gastric cancer: a clinical roentgen study, with particular 
reference to early diagnosis. D. S. Berry. Am. J. Roent- 
genol., 1936, 36: 875. 

Pyrexia in gastric carcinoma. H. A. SINGER and F. 
STEIGMANN. Am. J. Digest. Dis. & Nutrition, 1936, 3: 731. 


Acta 


INTERNATIONAL ABSTRACT OF SURGERY 


Carcinomatous gastrocolic fistula. D. Mosro and M. 
Porak. Rev. Asoc. med. argent., 1936, 49: 1005. 

An outline of operative indications in cancer of the 
stomach. E. Metcutor. Med. Welt, 1936, p. 637. 

The elimination of neutral red following gastric resection 
for rapa ho Bossio and G. Arezzt. Arch. ital. di chir., 
1936, 44: 

Details of she technique in gastric surgery. R. P. Tre- 
VINO. Rev. de cirug., Hosp. Juarez, Mex., 1936, 7: 293. 

Tubovalvular gastrostomy. M. THOoREK. le 
internaz. di clin. e terap., 1936, 17: 819. 

Esophageal gastrostomy and the operation of Heyrosvky. 
R. C. Ferrartand O. A. [roiz. Bol. y trab. Soc. de cirug. 
de Buenos Aires, 1936, 20: 773. 

Gastro- -enterostomy; a detailed description of one sur- 
gical procedure. F. GLENN. Surg., Gynec. & Obst., 1936, 
63: 750. 

The life of a gastrectomized patient. J. O. Bustos. 
Rev. méd. d. Rosario, 1936, 26: 681. 

Congenital deformities of the anlage of the bowel 
not previously visualized roentgenologically. W. NELt. 
Beitr. z. klin. Chir., 1936, 163: 598. 

The effect of drugs on different segments of the intestine 
of man. J. S. Gurarre and J. A. BarGEN. Surg., Gynec. 
& Obst., 1936, 63: 743. 

A case of pneumatosis cystoides intestinalis. N. ONAcA 
and I. Kovacs. Zentralbl. f. Chir., 1936, p. 1398. 

Intestinal strangulation from the clinical standpoint. 
K. P. Brown. Brit. M. J., 1936, 2: 1137. 

The roentgen diagnosis of acute intestinal obstruction. 
J. BucksteIn and L. Micuaets. Am. J. Digest. Dis. & 
Nutrition, 1936, 3: 767. 

Strangulation of the bowel in mesenteric and mesocolic 
defects. F. Lanpors. Beitr. z. klin. Chir., 1936, 163: 241. 

Acute intestinal obstruction followed by paralytic ileus; 
treated by the intravenous administration of pituitrin. 
J. K. Mowat. Med. J. Australia, 1936, 2: 856. 

Two cases of primary melanocytoblastoma of the in- 
testine. C. Manzint. Ann. ital. di chir., 1936, 1 5 5 

377 

The small intestine. E. P. PENDERGRASS. J. Am. M. 
Ass., 1936, 107: 1859. 

Volvulus of the small intestine. J. C. Luke. Canadian 
M. Ass. J., 1936, 35: 640. 

Chronic intussusception reduced by rectal injection 
after four months. D. ANDERSON. Med. J. Australia, 
1936, 2: 889. 

The etiology of defects in the mesentery of the small 
bowel. E. PapouscHek. Mitt. a. d. Grenzgeb. d. Med. u 
Chir., 1936, 44: 299. 

Obstructions about the mesentery in infants. J. J. 
Morton and T. B. Jones. Ann. Surg., 1936, ro 378 

378 

Postoperative infarct of the small bowel. A. ScHwartZz. 
Mém. |’Acad. de chir., 1936, 62: 1239. 

A specific infection characterized by multiple ulcers of 
the small intestine. L. M. Jonnston. Arch. Int. Med., 
1936, 58: 978. : 

Multiple primary melanomas of the small intestine. 
F,. R. MENNE and J. A. P. Beeman. Am. J. Digest. Dis. 
& Nutrition, 1936, 3: 786. 

Non-obstructing malignant tumors of the small bowel: 
a report of 5 cases. J. R. Ltnctey. Am. J. Roentgenol., 
1936, 36: 902. [379] 

Duodenogastric intussusception: an experimental study 
of peptic ulcer. J. K. Berman and N. E. Baxter. Arch. 
Surg., 1936, 33: [379| 

he development of duodenal ulcer following bruises; 
its salen importance. L. TorcuHTANA. Policlin., Rome, 


1936, 43: 2105. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


A case of bleeding duodenal ulcer accompanied by acute 
appendicitis. K. UrBANczyK. Polski przegl. chir., 1936, 
15: 316. 

“Insulin therapy for duodenal and peptic ulcer. P. 
SPERBER. Rev. Gastroenterol., 1936, 3: 320. 

The surgical treatment of deep duodenal ulcers; re- 
section with exclusion by the method of Finsterer. H. 
Gyankovié. Lijec. vijesnik, u Zagrebu, 1935, 57: 511; 
58: 14, 61. 

Carcinoma of the duodenum and its metastases. L. M. 
NISSNEVITCH. Problémes d’oncol., 1936, 10: 71. [380] 

The roentgenological diagnosis of incomplete chronic 
obstruction of the jejunum and ileum. P. A. Marssa. 
Arch, argent. de enferm. d. apar. digest., 1936, 11: 566. 

The prevention of postoperative jejunal ulcers by diet 
and fundusectomy; an experimental study in dogs. G. B. 
FauLEy and A. C, Ivy. Surg., Gynec. & Obst., 1936, 63: 
717 

a (terminal) ileitis. 
Med., 1936, 19: 766. 

A review of some features of regional ileitis: with the 
report of a case involving approximately 3 ft. of the mid- 
enteron, J. Sprout. Am. J. Roentgenol., 1936, 36: g10. 

The prognosis in regional ileitis. B. - Crown. Am. J. 
Digest. Dis. & Nutrition, 1936, 3: 736 

An operative procedure for right- sided ulcerative ileo- 
colitis. A. A. Berc. Ann. Surg., 1936, 104: 1019. 

Intestinal obstruction and peritoneal hemorrhage from 
a hematoma of the ileum following intervention for a 
strangulated inguinal hernia. P. LARGHERO-IBARZ. Arch. 
uruguayos de med., cirug. y especial., 1936, 9: 468. 

The physiology of the colon and clinical consideration 
of carcinoma. E. G. WAKEFIELD. J.-Lancet, 1936, 56: 
618. 

The symptomatology of diverticulum of the colon, with 
particular reference to the catalase reaction in ws — 
W. KnorHe. Deutsche med. Wchnschr., 1936, 1: 

Dolichocolon. V. F. Costa and F. X. P. om 
med., 1936, 17: 505. 

Further report on a case illustrating the action of bran 
in the treatment of Hirschsprung’s disease, previously 
shown December 13, 1935. F. P. WEBER and A. SCHLUETER. 
Proc. Roy. Soc. Med., Lond., 1936, 30: 107. 

Severe hemorrhagic colitis. A. Yoptcr. Arch. argent. 
de enferm. d. apar. digest., 1936, 11: 668. 

On the possible relation of bacillary dysentery to non- 
specific ulcerative colitis. A. PENNER. Am. J. Digest. 
Dis. & Nutrition, 1936, 3: 740. 

Multiple polyposis of the colon. Familial factor and 
malignant tendency. D. C. McKENNEy. J. Am. M. Ass., 
1936, 107: 1871. 

Roentgen-ray diagnosis in carcinoma of the colon and 
rectum. C. F. Cratn. Texas State J. M., 1936, 32: 517. 

Roentgenological manifestations of carcinoma of the 
colon. R. G, Gites. Am. J. Roentgenol., 1936, 36: 921. 

The pathology of carcinoma of the colon and rectum. 
J. L. GorortH. Texas State J. M., 1936, 32: 514. 

Secondary resections in recurring carcinoma of the 
colon. J. W. THompson. J. Am. M. Ass., 1936, 107: 380) 

80 


O. J. Hacen. Minnesota 


Rolha 


Safety factors in surgery of the colon. F. M. Frnpiay. 


West. J. Surg., Obst. & Gynec., 1936, 44: 688. 

Intestinal obstruction due to a cecocolic tumor and ob- 
struction from numerous foreign bodies; cancer and asso- 
ciated tuberculosis; histological studies. HOEFFEL. 
Mém, |’Acad. de chir., Par., 1936, 62: 1189. 

Iliac anus of Haeckel. O. IvantssEvicn. Bol. y trab. 
Soc. de cirug. de Buenos Aires, 1936, 20: 898. 

Diverticula of the vermiform appendix. D. C. Cottrs. 
Ann. Surg., 1936, 104: Ioor. 


417 


Reflex dyspepsia due to disorders of the appendix. G. 
Izar. Rassegna internaz. di clin. e terap., 1936, 17: 788. 

Acute appendicitis. G. K. RHopes, W. BrrnBaum, and 
M. J. Brown. California & West. Med., 1936, 45: 458. 

Acute appendicitis. F. M. Capenat. Mém. |’Acad. de 
chir., Par., 1936, 62: 1186. 

Appendicitis during the acute stage. 
Mém. I’Acad. de chir., 1936, 62: 1220. 

Acute appendicitis in a hernial sac. J. M. Jorce, O. 
Berisso, and J. R. Paz. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 844. 

Appendicitis with infiltration. Indications for operation 
and treatment. J. Papp and K. TepperBeERG. Zentralbl. f. 
Chir., 1936, p. 2184. 

Appendicitis and obstruction. P. Martau and H. 
Bompart. Seven observations of postoperative obstruc- 
tion of the small bowel. Mém I’Acad. de chir., Par., 1936, 
62: I1g0. 

Generalized peritonitis due to gangrenous appendicitis, 
with intraperitoneal hemorrhage due to the rupture of a 
corpus luteum. E. S. Sammartino, M. A. ETCHEVERRY, 
and R. E. ree Rev. méd.-quirarg. de patol. femenina, 
1936, 4: 

The Schilling hemogram in appendicitis. H. E. 
THIER. Rhode Island M. J., 1936, Vol. 1o. 

The diagnosis of acute appendicitis in the army. C. M. 
Finny. J. Roy. Army M. Corps, Lond., 1936, 67: 361. 

Heterotopic bone formation in a case of chronic appen- 
dicitis. J. Dupas, R. Prrot, and J. Lover. Mém. |’Acad. 
de chir., 1936, 62: 1222. 

The presence of foreign bodies in chronic appendicitis. 
A. BrtBao. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 1032. 

The roentgen diagnosis of chronic appendicitis. E 
GAMBETTA. Semana méd., 1936, 43: 1480 

The management of appendicitis. E. A. 
Minnesota Med., 1936, 19: 762. 

The care of the ruptured appendix; reduction of the 
mortality to 4 per cent in a series of 50 cases. J. L. De- 
Courcy. Surg., Gynec. & Obst., 1936, 63: 756. 

A roentgenological study of 1 5 cases of appendectomy 
for so-called appendicitis. M. FELpMAN. Radiology, 1936, 
27: 699. 

Exploration of the internal genitalia in the female in 
operations for appendicitis. C. Dantet. Clin. y lab., 
1936, 21: 263. 

Intestinal tuberculosis limited to the appendix. W. 
PaGEL and E. WEIcHHERZ. Brit. M. J., 1936, 2: 1305. 

Carcinoid ‘of the appendix. D. TaLens. Rev. méd.- 
quirarg. de patol. femenina, 1936, 4: 214. 

Abscess about the sigmoid. G. BENKOVICH. 
hetil., 1936, p. 457. 

Physical measures in proctology. R. V. 

York State J. M., 1936, 36: 1875. 

Rectal prolapse; operation of Lockhart-Mummery. 
A. M. HarAn. Arch. uruguayos de med., cirug. y especial., 
1936, 9: 303. 

A foreign body in the rectum; peritonitis due to perfora- 
tion. J. Martinez and H. A. KRUSE. Rev. méd. d. Ro- 
sario, 1936, 26: 754. 

Clinical aspects of carcinoma of the rectum. H. T. 
Hayes and H. B. Burr. Texas State J. M., 1936, 32: 510. 

Lymphatic metastasis in a case of rectal adenocarcinoma 
simulating a clinically benign tumor. W. M. SHEDDEN. 
New England J. Med., 1936, 215: 1222. 

Improvements in the treatment of cancer of the rectum. 
R. B. Catrett. J. Am. M. Ass., 1936, 107: 2011. 

Evaluation of roentgen and radium therapy in the treat- 
ment of malignant disease of the rectum. FE. T. Leppy. 
Texas State J. M., 1936, 32: 523. 


R. Soupavutt. 


GAu- 


REGNIER. 


Orvosi 


GorscH. New 





418 


The treatment of operatively exposed carcinoma of the 
rectum with roentgen irradiation. H. CHAaovuL. Muenchen. 
med. Wchnschr., 1936, 1: 972. 

Imperforate anus. S. J. SEEGER. 
1936, 35: 60. 

The surgical treatment of hemorrhoids. M. Maros. 
Cirug. y cirujanos, 1936, 4: 237. 


Wisconsin M. J., 


Liver, Gall Bladder, Pancreas, and Spleen 


The etiology and therapy of biliary tract disease from 
the standpoint of applied physiology. A. C. Ivy. Ohio 
State M. J., 1936, 32: 1185. 

Biopsy of the liver in the cases of patients with stone of 
the common duct. C. V. SuAREz. Rev. méd. d. Rosario, 
1930, 26: 731. 

A case of neo-cincophen hepatitis with recovery. J. C. 
Doane. Rev. Gastroenterol., 1936, 3: 333. 

Peculiar granules in the cells of the liver and adrenal in 
infections. F. L. SANTEE. Bull. Johns Hopkins Hosp., 
Balt., 1936, 59: 427. 

The réle of congestion (portal hypertension) in so-called 
Banti’s syndrome. L. M. RovusseLot. J. Am. M. Ass., 
1936, 107: 1788. 

A case of biliary peritonitis due to the rupture of a 
hepatic duct. D. Prat. Arch. uruguayos de med., cirug. y 
especial., 1936, 9: 472. 

A simple cyst of the liver: report of a case. H. J. War- 
THEN and V. H. GrirFin. South. M. J., 1936, 29: 1178. 

Amebic abscess of the liver; report of a case without 
previous manifestations of amebiasis; operation and re- 
covery. H. L. Gotpsurcu. Ann. Int. Med., 1936, 10: 926. 

An effective method of treating amebic abscess of the 
liver. H. L. Jostyn. J. Am. M. Ass., 1936, 107: 2117. 

The use of thorium dioxide in the roentgenographic 
study of liver abscess. R. J. REEVES. Am. J. Roentgenol., 
1936, 36: 923. 

Roentgen-ray studies of cirrhosis of the liver. 
Martin. Texas State J. M., 1936, 32: 527. 

A carbohydrate meal instead of the fat meal in chole- 
cystography. J. L. Kester. Radiology, 1936, 27: 672. 

Chronic fibrocalcareous cholecystitis. E. J. RONCORONI 
and J. P. Picena. Bol. Soc. de cirug. de Rosario, 1936, 
3: 287. 

The operative prognosis of cholecystitis. 
Zentralbl. f. Chir., 1936, p. 1595. 

The medical aspect and treatment of chronic gall-bladder 
disease; G. M. Prersor. Internat. Clin., 1936, 4: 146. 

The technique of electrosurgical operations on the gall 
bladder, and the ether method. B. O. Pripram. Zentralbl. 
f. Chir., 1936, p. 1506. 

The use of glyceryl trinitrate (nitroglycerin) for the con- 
trol of pain following cholecystectomy. J. M. McGowan, 
W. L. Burscu, and W. WALTERS. Ann. Surg., 1936, 
104: IO13. 

Jaundice due to obstruction by an aberrant vessel and 
adhesions. R. H. Patterson. Ann. Surg., 1936, 104: 1109. 

Cholangiography in a patient operated upon for hemor- 
rhagic pancreatitis. F. M. Bustos. Arch. argent. de 
enferm. d. apar. digest,. 1936, 11: 652. 

Biliary peritonitis with spontaneous rupture of the bile 
ducts under Glisson’s capsule. J. MASEK. Cas. lék. Sesk., 
1936, Pp. 790. 

The surgical treatment of simultaneous injury of the 
common duct and pancreatic duct during gastric resection. 
V. Jakovijevié. Med. Pregl., 1935, 10: 207. 

Obstruction of the common duct of severe character due 
to stone; the importance of cholangiography. P. L. 
Mrrizzi. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 
20: 934. 


Ck. 


E. SEIFERT. 


INTERNATIONAL ABSTRACT OF SURGERY 


Obstruction of the common duct; severe lithiasis; the 
importance of operative cholangiography. R. SoLé. Bol. 
y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 1019. 

Obstruction of the common duct due to lithiasis; oper- 
ative cholangiography. O. CopELLo. Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1936, 20: 1068. 

Obstruction of the common duct due to stone; cholangio 
graphy. P. L. Mrrizztand A. BENGOLEA. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1936, 20: 1090. 

Clinical interpretations and therapeutic indications in 
lithiasis of the common duct. A. J. BENGOLEA. Rev. méd.- 
quirarg. de patol. femenina, 1936, 4: 293. 

Clinical interpretation and therapeutic indications in 
lithiasis of the common duct. A. J. BENGOLEA. Rev. méd. 
d. Rosario, 1936, 26: 719. 

A new method for exploration of the terminal portion of 
the common duct. C. V. SuAREz. Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1936, 20: 853. 

A contribution to bile-duct surgery. W. 
Beitr. z. klin. Chir., 1936, 163: 437. 

An unusual pancreatic cyst. V. PeLacarri. Ann. ital. 
di chir., 1936, 15: 485. 

The roentgen diagnosis of carcinoma of the pancreas. 
L. W. Pau. Am. J. Cancer, 1936, 28: 720. 

Pain as the only sign of pancreatic carcinoma. G. 
Bourne. Lancet, 1936, 231: 1326. 

Traumatic rupture of the normal spleen; splenorrhaphy; 
recovery. G. A. AIKEN. J. Missouri State M. Ass., 1936, 
33: 456. 

Studies in splenopathy: introduction. A. O. WHIPPLE. 
J. Am. M. Ass., 1936, 107: 1775. (381) 

Hemolytic jaundice. W. P. THompson. J. Am. M. 
Ass., 1936, 107: 1776. 

Hemolytic jaundice. 
1930, p. 415. 

An unusual case of splenic anemia treated by splenec 
tomy. P. H. Manson-Banr, J. N. Strauss, and H. R. 
RutTtan. Lancet, 1936, 231: 1518. 

The results of splenectomy in thrombocytopenic pur- 
pura. D. N. Brown and R. H. E. Exxiorr. J. Am. M. 
Ass., 1936, 107: 1781. 

Tumors of the spleen. K. Marzima. Keijo J. Med., 
1936, 7: 187. 

The morphology and biology of carcinomatous metas- 
tases in the spleen. L. J. FLAntcutK. Problémes d’oncol., 
1936, 10: 49. 


ROEPKE. 


C. Horren. Ugesk. f. Leger, 


Miscellaneous 


Total inversion of the viscera. R. J. BArG and E. Isast. 
Arch. uruguayos de med., cirug. y especial., 1936, 9: 191. 
Abdominal contusions with multiple lesions of the 


mesenteric-intestinal junction. G. MANDILLON and J. 
Pornot. Rev. de chir., Par., 1936, 55: 578. (381) 

Abdominal pain. M. H. PortTerFreLp. West Virginia 
M. J., 1936, 32: 540. 

Pyoperitoneum. C. H. Goopricw. New York State 
J. M., 1936, 36: 1830. 

Gravity drainage of pelvic abscess. A. L. McGrecor. 
Brit. J. Surg., 1936, 24: 292. [382] 

Abdominal hydatid cysts; frequency and surgical treat- 
ment. F. D. A. ZAVALETA. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 813. 

Aneurysm of an intestinal branch of the superior mesen- 
teric artery. A. R. Kimpton and S. C. DALRYMPLE. New 
England J. Med., 1936, 215: 1221. 

A retroperitoneal ganglioneuroma simulating an ovarian 
cyst. P. von Saracz. Zentralbl. f. Gynaek., 1936, p. 1171. 

Modification of the transverse incision. J. C. DEL 
Campo. Arch. uruguayos de med., cirug. y especial., 1936, 
9: 336. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


GYNECOLOGY 


Uterus 


Basic considerations on the use of the round ligaments 
jor support of the vaginal stump following total hysterec- 
tomy; also a modification of the Baldy operation. H. 
GANSSBAUER. Zentralbl. f. Gynaek., 1936, p. 972. 

Fixation of the uterus and vagina to the promontory in 
an unusually large complicated prolapse. G. A. WAGNER. 
Chirurg, 1936, 8: 285. 

Endometrial histology and pathology as revealed by the 
biopsy method. R. E. CAMPBELL, F. C. LENDRUM, and 
Ek, L. SevrincHaus. Surg., Gynec. & Obst., 1936, 63: 724. 

Endometrial hyperplasia: a.clinical entity. E. M. Biarr. 
Canadian M. Ass. J., 1936, 35: 603. 

The occurrence of glycogen in glandular cystic hyper- 
plasia of the uterine mucosa, and its significance. W. 
BREIPOHL. Zentralbl. f. Gynaek., 1936, p. 1481. 

A voluminous fibroma of the cervix. KRIDELKA. 
Bruxelles-méd., 1936, 16: 1735. 

A calcified sr of the uterus simulating a large 
vesical calculus. A. H. Peacock. Northwest Med., 1936, 
35: 456. 

Axial torsion of the fibromatous uterus. R. 
Bol. Soc. de cirug. de Rosario, 1936, 3: 212. 

Surgery in the treatment of uterine fibroids. 
VAzQuEz. Cirug. y cirujanos, 1936, 4: 242. 

Diseases of the cervix uteri. F. L. Apatr. J. Indiana 
State M. Ass., 1936, 29: 620. 

The natural basis for the fight against uterine cancer. F. 
TscHAMER. Monatsschr. f. Krebsbekpfg., 1936, 4: 170. 

The frequency of diagnosis of carcinoma from curettage, 
biopsy, and polyps. C. Dotrr. Zentralbl. f. Gynaek., 1936, 
p. 1485. 

On the quantities of urine and total nitrogen discharged 
in the patients of carcinoma uteri. Y. Fujita. Jap. J. 
Obst. & Gynec., 1936, 19: 583. 

A study on the chemical components of urine in the 
patients of carcinoma uteri. Y. Fujita. Jap. J. Obst. & 
Gynec., 1936, 19: 589. 

Cancer of the body of the uterus. A. J. BENGOLEA. Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1936, 15: 582. 

Carcinoma of the body of the uterus. C. C. Norris and 
F. S. Dunne. Am. J. Obst. & Gynec., 1936, 32: 982. 

A cylindrical epithelioma of the cervix with independent 
giant cells; voluminous early bilateral involvement of the 
inguinal glands. P. Brocg, R. PALMER, and M. Parat. 
Presse méd., Par., 1936, No. 92, 1803. 

Carcinoma of the cervix in prolapsed uteri. H. Strauss. 
Am. J. Obst. & Gynec., 1936, 32: 1068. 

The ureteral and renal complications of carcinoma of 
the cervix. R. C. Graves, C. J. E. Kickuaw, and I. T. 
NATHANSON. J. Urol., 1936, 36: 618. [383] 

The bladder complications of carcinoma of the cervix. 
R. C. Graves, C. J. E. Kicxnam, and I. T. NATHANSON. 
Surg., Gynec. & Obst., 1936, 63: 785. 

The surgical treatment of cancer of the uterus. M. J. 
CaSTILLEJOS. Cirug. y cirujanos, 1936, 4: 176. 

Total discharge of nitrogen in the patients of carcinoma 
uteri in reference with the operation. Y. Fujita. Jap. J. 
Obst. & Gynec., 1936, 19: 605. 

The effect of operative treatment on the chemical com- 
ponents of urine in patients of carcinoma uteri. Y. Fujita. 
Jap. J. Obst. & Gynec., 1936, 19: 616. 

Metabolism in patients of carcinoma uteri in relation to 
roentgen therapy. Y. Fujita. Jap. J. Obst. & Gynec., 
1936, 19: 624. 


PINEDA. 


> C; 


Adnexal and Periuterine Conditions 


Torsion of a hydatid of Morgagni in a young girl. M. 
SALMON. Mém. l’Acad. de chir., 1936, 62: 1225. 

Artificially stimulated growth of the fallopian tubes. 
CLAUBERG. Arch. f. Gynaek., 1936, 161: 140, 149. 

Hysterosalpingography. B. LuNnpguist and G. 
strém. Acta obst. et gynec. Scand., 1936, 16: 415. 

Tubal insufflation in the treatment of sterility. H. O. 
Kenge. Ztschr. f. Geburtsh. u. Gynaek., 1936, 113: 31. 

The entrance of iodized oil into the circulatory system 
during uterography. G. WEITZNER. New York State J. M., 
1936, 36: 1961. 

The possibilities of conservative surgery in the treatment 
of salpingo-ovaritis. G. Corre. Clin. y lab., 1936, 21: 253 

Connective tissue mixed tumors of the fallopian tubes. 
A. SCHEIDELER. Zentralbl. f. Gynaek., 1936, p. 1404. 

Studies in ovulation. II. Signs of ovulation in women. 
L. R. WHarton. South. M. J., 1936, 29: 1215. 

Observations and deductions on the development of the 
corpus luteum and granulosa of the follicles. G. Morrta. 
Zentralbl. f. Gynaek., 1936, p. 1547. 

Ovarian changes in the rabbit following hypophysec- 
tomy. A. WeEsTMAN and D. Jacossonn. Acta obst. et 
gynec. Scand., 1936, 16: 483. 

Hemoperitoneum of ovarian origin in the absence of 
pregnancy. DEL VALLE, D6NovaAN, and CaAEtro. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1936, 20: 772. 

Hemoperitoneum of ovarian origin in the absence of 
pregnancy. A. J. Costa. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 872. 

Multiple calcifications in the ovary. N. W. Loup. Am. 
J. Roentgenol., 1936, 36: 936. 

Tumors of the ovary. P. BERNSTEIN. Am. J. Obst. & 
Gynec., 1936, 32: 1023. [383] 

A case of senile metrorrhagia with an ovarian tumor. 
MOULONGUET and LEvEeur. Mém. |’Acad. de chir., Par., 
1936, 62: 1208. 

Folliculoma of the ovary and its endocrine activity. P. 
MOULONGUET and J. VARANGOT. Presse méd., Par., 1936, 
No. 92, 1848. 

Follicular cysts and lutein cysts in the ovary. 
Mém. |’Acad. de chir., 1936, 62: 1228. 

Pseudo-pregnancy caused by lutein cysts. VAN 
TONGEREN. Gynéc. et obst., 1936, 34: 350. [384] 

Thyroid adenoma of the ovary. P. J. CANTOR and B. 
Kocut. Am. J. Cancer, 1936, 28: 760. 

An inflammatory cyst of the cave of Douglas (retro- 
uterine hydrocele of Pawlik). A. PavLovsky. Bol. y trab 
Soc. de cirug. de Buenos Aires, 1936, 20: 895. 


Run- 
{383} 


L. PorTEs. 


F. G. 


External Genitalia 


Wounds of the vulva and perineum. 
J. L. Sarpt. 
1936, 15: 523. 

The hormonal treatment of pruritus vulve. BuSCHBECK. 
Arch. f. Gynaek., 1936, 161: 297. 

Myasis of the vulva. M. L. 
Rev. méd. Lat.-Am., 1936, 21: 1125. 

Fibrous tumors of the vulva. M. Isaac. 
obst. y ginec. de Buenos Aires, 1936, 15: 654. 

A case of melanosarcoma of the vulva. 
Acta obst. et gynec. Scand., 1936, 16: 476. 

Mucous cyst of the labia minora. C. A. BREA. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1936, 15: 572. 


O. PRESTINI and 
Bol. Soc. de obst. y ginec. de Buenos Aires, 


Pérez and N. ARENAS. 
Bol. Soc. de 


E. EsMANN. 





420 INTERNATIONAL 


Mucous cyst of the labia minora. N. ARENAS. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1936, 15: 579. 

Colpoplasty for congenital absence of the vagina; modi- 
fied Baldwin technique. COSTANTINI and FERRARI. Mém. 
l’Acad. de chir., Par., 1936, 62: 1213. 

Congenital epithelial defects of the vagina. R. MEYER. 
Ztschr. f. Geburtsh. u. Gynaek., 1936, 113: 1009. 

Urinary fistulas opening into the vagina. F. A. PEm- 
BERTON, G. VAN S. SmiTH, and S. C. Graves. New 
England J. Med., 1936, 215: 1170. 

Vesicovaginal fistula. WayTE. 
1936, 35: 387. 

Urethrovesicovaginal fistula. The Goebell-Frangenheim- 
Stoeckel operation; late results. J. C. AnUMADA and N. C 
Ortiz. Bol. Soc. de obst. y ginec. de Buenos Aires, ae 
15: 557. 

A rare case of vaginitis. 
Mexico, 1936, 66: 207. 

Emphysematous vaginitis. J. H. RoBBERSON and M. 
Owen. Am. J. Obst. & Gynec., 1936, 32: 1062. 

The trichomonas problem. BAtkow. Ztschr. f. Ge- 
burtsh. u. Gynaek., 1936, 112: 422. 

Further therapeutic studies in trichomonas vaginitis. 
M. Ropecurt. Ztschr. f. Geburtsh. u. Gynaek., 1936, 
112: 362. 

The effect of bile and bile salts on intestinal trichomonas 
infestation. I. Fiscner. Arch. argent. de enferm. d. 
apar. digest., 1936, 11: 660. 


New Zealand M. J., 


A. CorNILLON. Gac. méd. de 


Miscellaneous 


Currents and counter-currents in obstetrics and gyne- 
cology. H.C. Mack. J. Michigan State M. Soc., 1936, 
35:.775- 

Temporary biological sterilization in the female. M. B. 
Ropricuez-L6rez. Arch. uruguayos de med., cirug. y 
especial., 1936, 9: 373. 

A ten-year study of conjugal sterility in the Lariboisiére 
Maternity Hospital. L. DEvraIcNe. Bruxelles-méd., 
1936, 16: 1696. 

Endocrine factors in sterility. 
Ass., 1936, 107: 1855. 

The gynecological aspect of human sterility. S. R. 
MEAKER. J. Am. M. Ass., 1936, 107: 1847. 

Vitamins and reproduction. J. D. DE OLtvetra. Rev. 
obst. e ginec. de Sao Paulo, 1936, 1: 399. 

The treatment of sterility in the female. E. Fets. Rev. 
obst. e ginec. de Sio Paulo, 1936, 1: 395. 

Implantation of the ovary into the uterus in the treat- 
ment of sterility. F. von Mrxuticz-Rapeckr. Zentralbl. 
f. Gynaek., 1936, p. 1441. 

Referred pain in dysmenorrhea and labor. G. W. 
THEOBALD. Brit. M. J., 1936, 2: 1307. 


R. Cuute. J. Am. M. 


ABSTRACT OF SURGERY 


A test for small amounts of gonadotropic hormone in the 
urine, especially in the cases of normal persons. O. THom- 
SEN and K. PEDERSEN-BJERGAARD. Ztschr. f. Geburtsh. 
u. Gynaek., 1936, 112: 202. 

Gonadotropic substances in the urine of patients with 
tumor. U. BAUDLER. Monatsschr. f. Geburtsh. u. Gynaek., 
1936, 102: 156. 

Changes in the periodicity of the menstrual cycle pro 
duced by the use of follicular hormone. Tretze. Arch. f 
Gynaek., 1936, 161: 284, 299. 

Menstrual bleeding after corpus luteum excision, fol- 
lowed by estrin or progestin therapy. H. WIEsBADER, 
E. T. ENGLE, and P. E. Smita. Am. J. Obst. & Gynec., 
1936, 32: 1039. 

Therapy with ovarian hormones. S. ASCHHEIM. Tung- 
Chi, 1936, 11: 239. [384] 

Therapeutic use of the female gonadal hormone. C. 
KAUFMANN. Klin. Wchnschr., 1936, 1: 881. 

Infections of the female pelvic organs; a clinical analys's. 
M. E. GarpneER. J. Med., Cincinnati, 1936, 17: 487. 

The sedimentation time and the leucocytes; their value 
in operative gynecology. G. KucGLanp. Zentralbl. f 
Gynaek., 1936, p. 1469. 

Iodine injections in the treatment of gonorrhea in the 
female. E. VARELA. Gac. méd. de Mexico, 1936, 66: 220. 

Tuberculosis of the female genitalia; treatment. A. DE 
Moraes. Ann. brasil. de gynec., 1936, 1: 379. 

Invasion of the female generative tract by ascaris lum- 
bricoides. R. Sterttnc and A. J. L. Guay. J. Am. M. 
Ass., 1936, 107: 2046. 

The importance of heat in gynecological therapeutics. 
K. J. Witson. J. Oklahoma State M. Ass., 1936, 29: 440. 

The ureter in gynecology; a study of retrograde uretero- 
pyelography. M. Cuevassu. Mém. ]’Acad. de chir., Par., 
1936, 62: 1194. 

Urethral disease in women. A. H. Partner. New York State 
J. M., 1936, 36: 1827. 

Collecting a clean urine specimen. 
Am. J. Obst. & Gynec., 1936, 32: 1066. 

Indications and technique of transfusion in obstetrics 
and gynecology. W. TutEv. Zentralbl. f. Gynaek., 1936, 


B. H. Carrott. 


. 1539. 
Papilloma of the female genitalia; treatment with dia- 


thermy coagulation. A. A. EMANUEL. Semana méd., 
43: 1492. 

Calcium and phosphatase studies in cancer of the female 
sex, with a consideration of the basal metabolic rate and 
the hydrogen-ion concentration of the urine. R. O. Bow- 
MAN and H. C. Pitts. Am. J. Obst. & Gynec., 1936, 32: 
957- 

A comparative study of pelvic temperatures under 
various therapeutic procedures. H. C. INGRAHAM. Am. 


J. Obst. & Gynec., 1936, 32: 1048. 


1930, 


OBSTETRICS 


Pregnancy and Its Complications 


The diagnosis of pregnancy from rabbit ovaries trans- 
planted in the anterior chamber of the eye. H. Dworzak 
and K. PoptescuKka. Zentralbl. f. Gynaek., 1936, p. 1928. 

Excretion of gonadotropic substances in the urine 
during pregnancy. J. S. L. Browne and E. M. VENNING. 
Lancet, 1936, 231: 1507. 

Quantitative studies of prolan. K. Arch. f. 
Gynaek., 1936, 161: 293, 299. 

Errors in the Aschheim-Zondek test. E. 
Acta obst. et gynec. Scand., 1936, 16: 407. 


HEM. 


PETERSEN. 


The qualitative and quantitative Friedman reaction. 
“A MasraAMON and R. PEcoroNE. Semana méd., 1936, 
: 1393. (385) 
"naar after the removal of both ovaries. W. A. 
Scott. Am. J. Obst. & Gynec., 1936, 32: 1067. 

Ectopic pregnancy. L. A. CatTatayup. Rev. 
cirug., ginec. y éancer, 1936, 4: 689. 

The diagnosis of ectopic pregnancy almost at term, 0: 
at term. W. N. Wrassow. Monatsschr. f. Geburtsh. u. 
Gynaek., 1936, 102: 22. 

Pain outside the pelvis_in the diagnosis of abdominal 
pregnancy. A. Osrrcit. Cas. lék. Sesk., 1936, p. 345. 


mex. de 





BIBLIOGRAPHY OF CURRENT LITERATURE 


A biological and clinical study of extra-uterine preg- 
nancy. R. Bourc. Bruxelles-méd., 1936, 16: 1706. 

Simultaneous ectopic and intra-uterine pregnancy. M. 
BeRcIANOS. Arch. uruguayos de med., cirug. y especial., 
1930, 9: 308. 

Late extra-uterine pregnancy. H. H. Ware, Jr. New 
York State J. M., 1936, 36: 1943. 

Two cases of unruptured ectopic pregnancy. M. M. 
SCHEFFLER. Am. J. Obst. & Gynec., 1936, 32: 1061. 

Etiology, symptomatology, and treatment of tubal 
pregnancy. F. Hortz. Acta obst. et gynec. Scand., 1936, 
10: 509. 

Tubo-ovarian pregnancy. W. T. KENNEDY. 
Obst. & Gynec., 1936, 32: 1050. 

Tubal pregnancy and rupture of the corpus luteum. 
O. F. Mazztnt and D. B. Brian. Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1936, 20: 959. 

Rupture of an extra-uterine pregnancy following the 
administration of folliculin. VANDERZYPEN. Bruxelles- 
méd., 1936, 16: 1799. 

Blood transfusion in extra-uterine pregnancy. G. FRom- 
ott. Zentralbl. f. Gynaek., 1936, p. 1394. 

The metabolism during pregnancy. O. MUEHLBOCK. 
Monatsschr. f. Geburtsh. u. Gynaek., 1936, 102: 99. 

The urobilinogen content of the urine during pregnancy 
and the toxemias of pregnancy. H. MITTeELSTRASS. 
Ztschr. f. Geburtsh. u. Gynaek., 1936, 112: 309. 

The structure of the human placenta. H. STIEVE. 
Anat. Anz., 1936, 81: 33. 

Studies on the corpus luteum-hormone content of the 
human placenta. K. EnruArpT and H. FIscHER-WASELS. 
Monatsschr. f. Geburtsh. u. Gynaek., 1936, 102: 80. 

Placental cysts. O. FRANKL. Ztschr. f. Geburtsh. u. 
Gynaek., 1936, 113: 190. [385] 

Methods for prenatal diagnosis of sex. F. V. Garcfa. 
Med. Ibera, 1936, 20: 316. 

Hydrocephalus in obstetrics. G. BRAUNE. 1936: Mar- 
burg, a. d. L., Dissertation. 

Recurrent fetal hydrocephalus. J. LEON and R. A. 
Ferrari. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1936, 15: 500. 

A biological test for the diagnosis of intra-uterine fetal 
death. G. H. RezEx. Am. J. Obst. & Gynec., 1936, 32: 
976. 

An experimental study of dissolution and absorption of 
retained dead fetuses. A. M. Crosman. Am. J. Obst. & 
Gynec., 1936, 32: 964. [385] 

Lithopedion. S. A. OsHEROFF. Am. J. Obst. & Gynec., 
1936, 32: 1064. 

A twisted hematosalpinx complicating pregnancy. J. E. 
SavacE. Am. J. Obst. & Gynec., 1936, 32: 1043. 

Traumatic rupture of the uterus in advanced pregnancy. 
E. M. Lazarp and F. E. Kuirman. California & West. 
Med., 1936, 45: 482. 

Ocular disturbances in pregnancy. G. RENARD. Gynéc. 
et obst., 1936, 34: 337. [386] 

Intra-ocular lesions associated with pregnancy and 
their prognostic significance. D. O. BovENMYER. J. 
Iowa State M. Soc., 1936, 26: 670. 

Observations upon the hemorrhage of pregnancy. E. A. 
SCHUMANN. New England J. Med., 1936, 215: 811. [386] 

Obstetrical hemorrhage and its management. S. A. 
CosGROVE. South. M. J., 1936, 29: 1210. 

The heart in pregnancy. L. Torres, J. RAMos, and A. 
GuIMARAES. Rev. obst. et ginec. de Sdo Paulo, 1936, 1: 
415. 

The influence of pregnancy on the course of heart dis- 
ease. C, $. BuRWELL. South. M. J., 1936, 29: 1104. 

Roger’s disease and pregnancy. R. C. B1zzozERO. Rev. 
méd.-quirarg. de patol. femenina, 1936, 4: 202. 


Am. iy. 


421 


Phlebitis during pregnancy. S. E. BERMANN. Bol. Soc 
de obst. y ginec. de Buenos Aires, 1936, 15: 569. 

Diabetes and pregnancy. P. TALLAFERRO. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1936, 15: 563. 

The treatment of a case of severe diabetes during preg- 
nancy. H. Givnes. Bol. Soc. de obst. y ginec. de Buenos 
Aires, 1936, 15: 502. 

Pregnancy and tuberculosis. 
Klin. d. Tuberk., 1936, 88: 62. 

Syphilis complicated by pregnancy. J. E. Darton. J. 
Indiana State M. Ass., 1936, 29: 629. 

Streptococcal infection of undetermined origin in the 
eighth month of pregnancy. J. BERNARD. Bruxelles-méd., 
1936, 16: 1766. 

Fibroids and ovarian cysts complicating pregnancy. 
L. J. TrBER and S. TurKEL. West. J. Surg., Obst. & 
Gynec., 1936, 44: 696. 

Conservative operations in myomas during pregnancy. 
W. LrepMAnn. Schweiz. med. Wchnschr., 1936, 2: 705. 

A full-term pregnancy complicated by acute intestinal 
obstruction and false labor pains. J. CASAGRANDE. Am. 
J. Obst. & Gynec., 1936, 32: 1058. 

Blood lipids in pre-eclampsia. 
Obst. & Gynec., 1936, 32: 937. 

More rational methods in the prevention and control 
of eclampsia. J. O. ARNOLD. New England J. Med., 1936, 
215: 1226. 

Blood and plasma volume changes in eclampsia. W. J. 
DIECKMANN. Am. J. Obst. & Gynec., 1936, 32: 927. [387] 

Eclampsia with a macerated fetus. C. FREY. 1936: 
Zurich, Dissertation. 

Eclampsia and detachment of the normally inserted 
placenta. F. TALLAFERRO and R. EcHevarriA. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1936, 15: 551. 

The treatment of eclampsia with magnesium sulphate; 
3 new cases. S. E. BERMANN. Bol. Soc. de obst. y ginec. 
de Buenos Aires, 1936, 15: 528. 

The treatment of fetal and maternal incompatibility by 
the method of Boero. C. A. Masson. Bol. Soc. de obst. 
y ginec. de Buenos Aires, 1936, 15: 623. 

Pyelitis in the toxemias of pregnancy. J. P. PETERs, 
P. H. Lavietes, and H. M. ZimMEerRMAN. Am. J. Ophth. 
& Gynec., 1936, 32: oII. [387] 

The treatment of the toxemias of pregnancy. O. BOKEL- 
MANN. Therap. d. Gegenw., 1936, 77: 170, 220. 

How extensive are the modern indications for the in- 
terruption of pregnancy? Marcrar. Arch. f. Gynaek., 
1936, 161: 379, 398. 

Therapeutic abortion by means of the x-ray. M. D. 
Mayer, W. Harris, and S. WIMPFHEIMER. Am. J. 
Obst. & Gynec., 1936, 32: 945. 


C. H. Breuer. Beitr. z. 


E. M. Boyp. Am. J. 


Labor and Its Complications 


Roentgen pelvimetry: a study of 325 consecutive un- 
selected primiparas with complete clinical follow-up. 
H. A. Jupson. Am. J. Roentgenol., 1936, 36: 928. 

Contracted pelvis due to bilateral congenital dislocation 
of the hip. J. C. pe Kerteav. Presse méd., Par., 1936, 
44: 1878. 

The spinosymphyseal diameter. M. B. DE 
Folha med., 1936, 17: 481. 

Obstetrical anesthesia with gas. J. INFANTOzzI and E. 
Patma. Arch. uruguayos de med., cirug. y especial., 1936, 
9: 301. 

Gas anesthesia in labor. T. A. MEANA and N. BARA 
VALLE. Bol. Soc. de obst. y ginec. de Buenos Aires, 1936, 
15: 663. 

Obstetrical analgesia. R. T. Kntcut and J. A. URNER. 
J.-Lancet, 1936, 56: 608. 


ARAUJO. 





422 


A review of 226 cases of obstetrical analgesia. V. G. 
Damon. Am. J. Obst. & Gynec., 1936, 32: 1009. 

Obstetrical analgesia induced with cyclopropane. E. C. 
oo Arch. uruguayos de med., cirug. y especial., 1936, 

: 185. 

* Dial urethane for obstetrical analgesia. P. BROWN. 
J. Obst. & Gynec., 1936, 32: 1017. 

Pentothal sodium in obstetrics. 
J. M. Sc., 1936, 132: 746. 

The question of spinal anesthesia in obstetrics. O. 
BITTMANN. Monatsschr. f. Geburtsh. u. Gynaek., 1936, 
102: 223. 

Metabolic studies during labor. I. The urea, ammonia, 
and amino-acids of the blood. J. Bore tia-LuustA. 
Zentralbl. f. Gynaek., 1936, p. 507. 

The réle of the lower uterine soft parts in labor. W. E. 
CaLpWELL, H. C. Motoy, and A. D’Esopo. Am. J. 
Obst. & Gynec., 1936, 32: 727. [387] 

Delivery in patients with split pelvis. P. N. Damm. 
Arch. f. Gynaek., 1936, 161: 395, 308. 

Cephalic attitude during forceps extraction. W. P. 
GILLEsPIE. Ohio State M. J., 1936, 32: 1202. 

Transformation of face presentation to occipital pres- 
entation. O. Dauwe. Bruxelles-méd., 1936, 16: 1831. 

Prolapse of the arm through the anus. R. Hirscu. 
Zentralbl. f. Gynaek., 1936, p. 970. 

Habitual breech presentation. G. 
M. J., 1936, 31: 289. 

Breech eprse a 
Ass., 1930, 33: 

A variant of the Veit-Mauriceau maneuver. 
Semana méd., 1936, 43: 1223. 

Symphysiotomy; rare indication; 
due to infiltrating stenosing proctitis. J. LEON and J. L. 
AHUMADA. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1936, 15: O15. 

Indications for cesarean section. F. GAL. 
1936, 17: 71. 

An analytical study of 347 consecutive cesarean sections. 
D. Ferner. Am. J. Obst. & Gynec., 1936, 32: 1001. 

A critical study of the low cervical and classical cesarean 
section operations. F. H. Farts. Am. J. Obst. & Gynec., 
1936, 32: 989. 


Am. 


E. Sotomons. Irish 


Nanpi. Calcutta 


S. D. Soute. J. Missouri State M. 


E. ULLEb. 


pelvic obstruction 


Magy. Orv., 


Puerperium and Its Complications 


Urinary retention in the puerperium. M. B. VAGEDEs. 
1935: Muenster i. W., Dissertation. 38 

Clinical and therapeutic study of obstetrical hemorrhage. 
E. Lévy-SoLat and M. SurEAv. Presse méd., Par., 1936, 
44: 1721. 

A pedunculated hematoma of the vagina during preg- 
nancy. R. S. Gavrott. Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1936, 15: 660. 

Puerperal eclamptic psychosis, with the histological 
findings. M. LreBers. Arch. f. Psychiat., 1936, 105: 57. 

Traumatic puerperal neuritis. G.GAEHTGENS. Muenchen. 
med. Wchnschr., 1936, 1: 720. 


INTERNATIONAL ABSTRACT OF SURGERY 


Puerperal pemphigus. 
West. Med., 1936, 45: 497. 

Irradiation as the treatment of choice in beginning 
ee mastitis, W. H. Hanne. Deutsche med. 

Wchnschr., 1936, 1: 683. 

Fatal air embolism on the eighth day of the puerperium. 
J. K. Quictey and I. A. GAspAr. Am. J. Obst. & Gynec., 
1936, 32: 1054. 

Is the sedimentation reaction of any practical importance 
in complications during the puerperium? B. BaGER. Acta 
obst. et gynec. Scand., 1936, 16: 387. [388] 

Unusual cases of sepsis. W. Scuuttz. Zentralbl. f 
Gynaek., 1936, p. 1166. 

Bacteriological and serological methods in the epidemio- 
logical study of puerperal sepsis. J. DrBontav. Cas, 
lék. esk., 1936, p. 468. 

Treatment with prontosil of puerperal infections due to 
hemolytic streptococci. L. CoLEBROOK, M. KENNy, and 
others. Lancet, 1936, 231: 1319. 

Puerperal pyemia, generalized peritonitis; laparotomy; 
recovery. M. L. PEREz and R. EcHEvARRfA. Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1936, 15: 518. 

Puerperal pyemia; late secondary generalized peri- 
tonitis; laparotomy; cure. M. L. PEREz and R. Ecur- 
varrfa. Ann. brasil. de gynec., 1936, 1: 373. 

Some considerations on puerperal peritonitis. L. G. 
Campos. Cirug. y cirujanos, 1936, 4: 203. 

The treatment of puerperal septicemia with intravenous 
injections of alcohol. E. M. AisENBERG-OULIANITZKAiA, 
Rev. franc. de gynéc. et d’obst., 1936, 31: 777. 

Ligation of the inferior vena cava in the treatment of 
puerperal sepsis. E. FEts. Rev. obst. e ginec. de Sao 
Paulo, 1936, 1: 411. 


S. S. Ropinson. California & 


Newborn 


Intracranial hemorrhage in spontaneous labor. H. 
NeEvinny. Zentralbl. f. Gynaek., 1936, p. 1465. 

Fetal birth injuries and the care of premature infants. 
H. A. Royster, Jr. South. M. & S., 1936, 98: 633. 

The development of icterus neonatorum. MUEHLBOCK. 
Arch. f. Gynaek., 1936, 161: 259. 

Operation for encephalocele in = newborn. P. CAFFIER. 
Zentralbl. f. Gynaek., 1936, p. 13 

Hernia into the umbilical Be aul related anomalies. 
L. A. Tauntc. Arch. Surg., 1936, 33: 1021. 

Uric acid infarct in the ‘kidneys of the newborn. K. 
NACHTWEIN. 1935: Goettingen, Dissertation. 


Miscellaneous 


Obstetrics in general practice; a report of 500 cases. R. 
BRITTAIN and L. F. Hospss. Virginia M. Month., 1936, 
63: 552. 

The intravenous use of hypophysin in obstetrics. A. J. 
Gutroy. Bol. Soc. de obst. y ginec. de Buenos Aires, 1936, 
15: 530. 

Vesicular mole; a hormonal study. G. CRISTEA and 
P. GHEORGHE. Endocrin., Gynec. si Obstet., 1936, 1: 246. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 
Addison’s disease in the negro. A report of 7 cases. 
H. “a Firppin and O. N. Smitu. Am. J. M. Sc., 1936, 192: 


re in Addison’s disease. 
H. F. Ropertson. Am. J. M. Sc., 


J. W. Wetty and 
1936, 192: 760. 


Hypernephroma; diagnosis and report of cases. L. T. 
Price. Virginia M. Month., 1936, 63: 541. 

Hypernephroma with glandular metastasis. R. S. 
AGutrRrE and S. Nino. Semana méd., 1936, 43: 1472. 

Observations on the formation and the prevention of 
calculi. I. SNAPPER, W. M. BENDIEN, and A. POLAK. 
Brit. J. Urol., 1936, 8: 337. 





10Us 
AIA. 


it of 
Sao 


BIBLIOGRAPHY OF CURRENT LITERATURE 423 


The estimation of renal function. H. GAaINnsBorouGH. 
Practitioner, 1936, 137: 887. 

Functional renal disturbances; their recognition and 
differentiation from organic disease. E. REHN. Med. 
Klin., 1936, 2: 1237. 

Congenital dystopy of the kidney. R. Lon. 10935: 
Giessen, Dissertation. 

Two cases of renal anomalies. D. STAFFIERI, R. ERCOLE, 
and D. SEVLEVER. Rev. méd. d. Rosario, 1936, 26: 674. 

Duplication of the kidney and ureter. G. Y. CHAR, 
H. E. Sum, and-I. C. Wen. J. Urol., 1936, 36: 305. [389] 

Congenital horseshoe kidney. R. Erco.e. Bol. Soc. 
de cirug. de Rosario, 1936, 3: 302. 

A case of carcinoma in a horseshoe kidney; with a report 
on the necropsy. M. H. B. Roprnson and A. B. BRATTON. 
Brit. J. Urol., 1936, 8: 353, 354. 

A simple method for doing nephropexy. C. M. Mc- 
KENNA. J. Urol., 1936, 36: 609. 

The conservative management of hydronephrosis. J. C. 
SARGENT. Wisconsin M. J., 1936, 35: 953. 

Retinal disease in nephritis. R. DE LA PARRA. Med. 
rev. mex., 1936, 17: 431. 

Hemorrhagic cyst of the kidney. J. D. Barney. J. 
Urol., 1936, 36: 602. 

Large infarcts of the kidney. R. DEsjAcAvEs and A. 
BorEAu. Lyon chir., 1936, 33: 645. [390] 

A gas-containing abscess below the kidney. K. H. 
Watkins. Brit. J. Urol., 1936, 8: 356. 

Renal tuberculosis: early diagnosis and treatment. H. 
Lett. Lancet, 1936, 231: 1313. 

Three cases of solitary renal cyst. K. FiscHer. Arch. 
f. klin. Chir., 1936, 185: 356. 

A case of primary renal neoplasm running a febrile 
course and terminating in a fatal hemorrhage. W. L. 
Butler and P. E. Cratc. J. Kansas M. Soc., 1936, 37: 488. 

The development of renal surgery: a brief historical 
sketch. T. D. Moore. South. M. J., 1936, 29: 118t. 

A paracostal incision for exposure of the kidneys. B. 
Metty. Orvosi hetil., 1936, p. 411. 

Cystic dilatation of the lower end of the ureter. F. S. 
Juutd. Med. rev. mex., 1936, 17: 448. 

Vascular obstruction of the ureter in children. M. F. 
CAMPBELL. J. Urol., 1936, 36: 366. 391 

Complicated urinary lithiasis; perforation of the left 
ureter. A. Fossati. Arch. uruguayos de med., cirug. y 
especial., 1936, 9: 332. 

Spontaneous rupture of a pyo-ureter. L. A. SuRRACO. 
Rev. méd. Lat.-Am., 1936, 21: 1109. 


Bladder, Urethra, and Penis 


Ectopia vesice treated by implanting the ureters into 
the bowel. H. Battey. Proc. Roy. Soc. Med., Lond., 
1936, 30: 158. 

Cystosigmoidoplasty. J. pE Gouvea. Presse méd., 
Par., 1936, No. 92, 1838. 

Disorders and diseases of the urinary bladder. J. B. 
MacALPINE. Practitioner, 1936, 137: 832. 

Abnormalities of micturition due to syphilis of the 
nervous system. O. R. LANGwortuy, J. E. DEEs, and 
L. G. Lewis. Am. J. Syphilis, 1936, 20: 364. [391] 

The “cord bladder.” D. Munro. J. Urol., 1936, 36: 710. 

The diabetic (cord) bladder. R. D. Grit. J. Urol., 
1936, 36: 730. 

Visualization of the amount of residual urine. E. BEER. 
J. Am. M. Ass., 1936, 107: 1886. 

Lesions of the neck of the bladder in the female. M. 
Hettz-Boyer. J. d’urol. méd. et chir., 1936, 42: 216. [392] 

Cystitis emphysematosa: case report and review of the 
literature. N. L. BurrEtL. J. Urol., 1936, 36: 690. 


Vesico-intestinal fistula. C. C. Htccrns. J. Urol., 1936, 
36: 694. 

The grading of epithelial tumors of the urinary bladder. 
A study of the cell types and the methods of grading of 
the cases in the carcinoma registry of the American 
Urological Association. R. O. Dart. J. Urol., 1936, 36: 
651. 

Infiltrating carcinoma of the bladder. J. A. C. Cotston 
and W. F. LEADBETTER. J. Urol., 1936, 36: 660. 

Roentgen therapy in the treatment of bladder tumors. 
A. E. Botue. J. Urol., 1936, 36: 643. [392] 

Suprapubic cystotomy for drainage. M. L. Boyp. J. 
Urol., 1936, 36: 740. 

Urethrography; technique and results. J. JOMAIN. 
Presse méd., Par., 1936, 44: 1877. 

Surgical endoscopy of the posterior urethra and the 
neck of the bladder. E. CAsTANO and A. TraBucco. Bol. 
y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 730. 

Surface anesthesia of the traumatized urethra. E. L. 
BropiE and J. A. Putrer. J. South Carolina M. Ass., 
1936, 32: 282. 

Urethroplasty. RicHEer. J. d’urol. méd. et chir., 1936, 
42: 330. 

A minor operation for phimosis. M. BARrTton. Lancet, 
1936, 231: 1463. 

How prevalent are smegma bacilli? H. S. Jeck and 
C. HANLEy. J. Urol., 1936, 36: 764. 

Erythroplakia. A. TouRAINE and G. SOLENTE. Presse 
méd., Par., 1936, No. 92, 1830. 


Genital Organs 


A developmental anomaly of the male genitalia. L. M. 
FOLKERS. J. Iowa State M. Soc., 1936, 26: 681. 

Diseases of the male external genitalia (other than 
venereal diseases). K. M. WALKER. Practitioner, 1936, 
137: 864. 

The surgery of genital elephantiasis (non-tropical). 
E. M. Watson. J. Urol., 1936, 36: 786. 

Retrocecal wolffian cyst. A. J. Costa and A. I. Ron- 
CHETTI. Arch. argent. de enferm. d. apar. digest., 1936, 
Ir: 642. 

A case of bilateral cryptorchidism. M. C. LANDERO. 
Rev. mec. de cirug., ginec. y éancer, 1936, 4: 609. 

Torsion of a testis. Buppe. Zentralbl. f. Chir., 1936, 
p. 1615. 

A case of non-specific inflammation of the testis, epi- 
didymis, and ductus deferens. F. Résorr and A. J. 
GuIBAUDI. Semana méd., 1936, 43: 1488. 

Infarction of the testis. J. CEDERMARK. Acta chirurg. 
Scand., 1936, 78: 447. 

Torsion of the cord and hydatid of Morgagni. M. L. 
OxascoaGA. Semana méd., 1936, 43: 1484. 

Disorders of the prostate. J. EveRIDGE. Practitioner, 
1936, 137: 844. 

Benign hypertrophy of the prostate. H. L. CHANG and 
G. Y. Cuar. Chinese M. J., 1936, 50: 1707. 

Enlarged prostate associated with mammary carcinoma. 
H. Burrows. Lancet, 1936, 231: 1328. 

The treatment of prostatic hypertrophy. S. WIDEROE. 
Zentralbl. f. Chir., 1936, p. 2028. 

Early diagnosis and radical treatment of carcinoma of 
the prostate. E. L. Keyes and R. S. Fercuson. Brit. J. 
Urol., 1936, 8: 346. 

Prostatic obstruction and methods of treatment. J. C. 
Ross. Brit. M. J., 1936, 2: 1297. 

Transurethral prostatic resection in the United States. 
J. Crpert. J. d’urol. méd. et chir., 1936, 42: 327. 

Transurethral prostatic resection at the Lahey Clinic. 
J. B. Hicks. Surg. Clin. North Am., 1936, 16: 1687. 





424 


Transurethral operations. 
M. Ass., 1936, 107: 1954. 

A new tamponade for the prostatic bed. B. MEzé. 
Orvosi hetil., 1936, p. 767. 

The surgical relief of impotence: further experiences 
with a new operative procedure. O. S. Lowstey and J. L. 
Bray. J. Am. M. Ass., 1936, 107: 2020. 


G. J. THompson. J. Am. 


Miscellaneous 


Masturbation and impotence from a urological stand- 
point. M. Hunner. J. Urol., 1936, 36: 770. 

Methods in sperm analyses and the evaluation of thera- 
peutic procedures. R. S. Horcuxiss. J. Am. M. Ass., 
1936, 107: 1849. 

The operative treatment of sterility in the male. F. R. 
HaGNeEr. J. Am. M. Ass., 1936, 107: 1851. 

The infections of the urinary tract. R. M. HANDFIELD- 
Jones. Practitioner, 1936, 137: 802. 

The rate of excretion and bactericidal power of mandelic 
acid in the urine. H. F. HEtmuorz and A. E. OSTERBERG. 
J. Am. M. Ass., 1936, 107: 1794. [392] 


SURGERY OF THE BONES, 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Studies in ossification. I. Garcra. Presse méd., Par., 
1936, 44: 1530. 

Ossification: the influence of the mineral constituents of 
bone. J. D. BisGarp. Arch. Surg., 1936, 33: 926. 

Heterotopic osteogenesis in the presence of bladder 
mucosa. C. CARonE. Ann. ital. di chir., 1936, 15: 461. 

Bone metabolism: its principles and its relations to 
orthopedic surgery. A. B. Grit and I. Stern. J. Bone & 
Joint Surg., 1936, 18: 941. [394] 

Parathyroid osteosis. L. A. Tamtnt, J. A. Prqué, and 
F. MANFREDI. Rev. de ortop. y traumatol., 1936, 6: 58. 

Operation for fibrogeodic osteosis; late results of surgical 
treatment. O. Copetto. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 866. 

A case of melorheostosis. P. 
1936, 17: 498. 

Osteopetrosis: a report of 8 cases occurring in 3 genera- 
tions of 1 family. C. N. McPreax. Am. J. Roentgenol., 
1936, 36: 816. 

Hodgkin’s disease and allied conditions of bone. R. 
Dresser and J. SPENCER. Am. J. Roentgenol., 1936, 36: 
809. 
Expert judgment regarding the traumatic origin of 
acute osteomyelitis in adolescents. W. Jost. 1936: 
Basel, Dissertation. 

Acute hematogenous osteomyelitis. R. C. ROBERTSON. 
J. Am. M. Ass., 1936, 107: 1193. 

An experimental contribution on acute purulent osteo- 
myelitis. T. Saropa. Arch. f. klin. Chir., 1936, 185: 141. 

Chronic, dry osteomyelitis in congenital luetic and 
tuberculous foci. E. Katanyt. Ztschr. f. Stomatol., 1936, 
34 


Natvic. Acta radiol., 


: 953. 
Subchondral tuberculous sequestra. J. G. FINDER. 
Ann. Surg., 1936, 104: 1080. 

Difficulties of diagnosis of multiple skeletal lesions. 
L. Houparp and A. Moucuet. Presse méd., Par., 1936, 
No. 92, 1820. 

Multiple myelomas and an associated renal lesion: a 
review and a case report. M. BARFIELD-CARTER. Am. J. 
Roentgenol., 1936, 36: 830. 


INTERNATIONAL ABSTRACT OF SURGERY 


Mandelic acid in the treatment of infections of the 
urinary tract. E. N. Core and H. A. Bucuret. J. Am. 
M. Ass., 1936, 107: 1799. [393] 

Urogenital tuberculosis. G. Dz Ittyis. J. d’urol. méd. 
et chir., 1936, 42: 300. 

The value of fever therapy for gonorrhea. C. A. OWEns. 
J. Am. M. Ass., 1936, 107: 1942. 

The diagnosis and treatment of urinary lithiasis. J. 
Swift Joty. Practitioner, 1936, 137: 817. 

Cystinurie and cystin stone disease. S. POLLAK. Wien. 
med. Wchnschr., 1936, 2: 1032. 

Congenital urinary fistula of the umbilicus. I. G. 
Moreno. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 1027. 

Report of a congenital urinary fistula of the umbilicus. 
J. M. Jorce. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 1057. 

Secondary signs of pregnancy in a chorionepithelioma 
in a male. E, FRIEDLAENDER and E. Moses. Wien. klin. 
Wcehnschr., 1936, 1: 684. 

Surgery of the urinary tract in childhood. T. T. Hic- 
GINS. Practitioner, 1936, 137: 873. 


JOINTS, MUSCLES, TENDONS 


Giant-cell tumors of bone, with special reference to 
parathyroidism. G. L. Goopman. J. Oklahoma State M; 
Ass., 1936, 29: 434. 

Giant-cell bone tumor: further observations on treat 
ment. C. B. Petrce and I. Lampe. J. Am. M. Ass., 1936, 
107: 1867. 

Irradiation for sarcoma, particularly bone sarcoma. 
GrRASHEY, GLAUNER, and MEEsE. Strahlentherapie, 1936, 
56: 234. 

A familial dyschondroplasia associated with anonychia 
and other deformities. A. M. Lester. Lancet, 1936, 231: 
15109. 

The problem of rheumatism and arthritis; a review of 
American and English literature for 1935. P. S. HENcn, 
W. Bauer, A. A. FLETCHER, D. Gurist, and others. 
Ann. Int. Med., 1936, 10: 754. 

The roentgenography of gonorrheal arthritis. P. 
PorCHER and P. ABOULKER. J. de chir., 1936, 48: 806. 

Multiple arthritis in presumably tuberculous subjects: 
difficulties in diagnosis and treatment. D. H. CoL.ins 
and C. Cameron. Brit. J. Surg., 1936, 24: 272. 

Purulent arthritis in infants. F. Kar~str6M. Svensk. 
Likartidn., 1936, p. 396. 

Chronic arthritis and fibrositis. H. M. Davison, M. I. 
LowancE, and C. F. Barnett. J. Med. Ass. Georgia, 
1936, 25: 428. 

Unusual findings in a case of Charcot’s arthropathy. 
A. B. SouLE, Jr. Am. J. Roentgenol., 1936, 36: 804. 

Vitamin B complex therapy in chronic arthritis. C. 
LER. STEINBERG. Am. J. Digest. Dis. & Nutrition, 1936, 
3: 765. 

Observations on the use of acetyl beta methylcholine 
chloride in chronic arthritis. D. Boyp, S. L. OsBornxe, 
and D. E. Marxson. Ann. Int. Med., 1936, 10: 728. 

Investigations concerning the statics in abdominal and 
spinal musculature paralysis. F. MomMSEN. Ztschr. f. 
Orthop., 1936, 65: 155. [394) 

Hydatid cysts of the muscles. J. A. Carrro and EF. 
Catpas, Bol. y trab. Soc. de cirug. de Buenos Aires, 193°, 
20: 968. 

Hydatid cysts of the muscles. P. pEL Prno, O. IvANIs- 
SEvicuH, R. C. FERRARI, and C. V. SuARrEz. Bol. y trab. 
Soc. de cirug. de Buenos Aires, 1936, 20: 1013. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Gummatous infiltration in muscle. D. H. LEvINTHAL 
and D. S. Mirter. Ann. Surg., 1936, 104: 1115 

Myositis ossificans. F. MANbL. Wien. klin. Wehnschr., 
1936, I: 793- 

Myositis ossificans progressiva. E. A. COCKAYNE. 
Proc. Roy. Soc. Med., Lond., 1936, 30: 162. 

The problem of myositis ossificans progressiva. W. 
DoBRZANIECKI. Ann. Surg., 1936, 104: 987. 

An experimental study of the return of function after 
tendon section. D. Stewart. Brit. J. Surg., 1936, 24: 
83. 395 

Serous gonococcal bursitis. 
méd. et chir., 1936, 42: 341. 

The prophylaxis of functional disturbances from the 
orthopedic standpoint. I. Kopits. Orvosi hetil., 1936, 
). 709. 

. Dysostosis cleidocranialis. R. HEEp. Ztschr. f. Orthop., 
1936, 65: 53- 

A case of calcareous subdeltoid bursitis. 
Zentralbl. f. Chir., 1936, p. 1999. 

Periarthritis humeri. H. Bucu. Hosp.-Tid., 1936, p. 
SI5. 

Tennis arm—epicondylitis humeri. W. 
Muenchen. med. Wchnschr., 1935, 2: 1804. [395] 

Roentgen irradiation for epicondylitis. RICHARz. 
Muenchen. med. Wchnschr., 1935, 2: 2048. 

Roentgen irradiation for epicondylitis. 
Muenchen. med. Wchnschr., 1935, 2: 2086. 

Bessel-Hagen disease; retarded development of the 
ne dislocation of the radius; operation followed by cure. 
E, M. Ecuevaray and E. J. Lima. Semana méd., 1936, 
11224 

Sn of the lower end of the ulna associated 
with multiple exostoses. A. R. EGANA. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1936, 20: 882, 899. 

Congenital cervical synostosis. V. CLEMMESEN. 
radiol., 1936, 17: 480. 

Accessory articular processes in the lumbar spine: a 
review of 40 cases. H. L. Farmer. Am. J. Roentgenol., 
1936, 36: 763. 

Osteogenic exostosis with cord complications. C. I. 
Urecuta and N. ELexkes. Bull. et mém. Soc. méd. d. 
hop. de Par., 1936, 52: 1594. 

The roentgenographic demonstration of rupture of the 
intervertebral disk into the spinal canal after the injection 
of lipiodol. A. O. Hampton and J. M. Rosrnson. Am. 
J. Roentgenol., 1936, 36: 782. [396] 

The traumatic sacro-iliac syndrome. C. B. Smit. 
West Virginia M. J., 1936, 32: 552. 

Leukemia and the vertebral column. E. Lyon. Acta 
radiol., 1936, 17: 506. 

The. roentgen diagnosis of osteochondritis deformans 
vertebre. E. L. Voxe. Am. J. Roentgenol., 1936, 36: 768. 

Spondylosis deformans. GAUGELE. Arch. f. orthop. 
Chir., 1936, 36: 514. 

The rn A factor in the development of spondylosis 
deformans. LANDWEHR. Ztschr. f. Orthop., 1936, 64: 243. 

Tuberculosis of the spine and scoliosis. An improved 
technique for arthrodesis of the vertebral joints. C. S. 
Younc. J. Am. M. Ass., 1936, 107: 2035. 

Correlation of pathological and roentgenological findings 
in tuberculosis and pyogenic infections of the vertebre. 
The fate of the intervertebral disc. E. L. CompereE and M. 
GARRISON. Ann. Surg., 1936, 104: 1038. 

Echinococcus cyst of the sternum. S. E. SINBERG. 
Radiology, 1936, 27: 736. 

A case of idiopathic psoas abscess. 
Klin., 1936, 1: 671. 

Osteochondrosis-osteochondritis ischiopubica. A. A. 
ZrITtLtn. Radiology, 1936, 27: 722. 


L. STROMINGER. J. d’urol. 


T. Hore. 


THOMSEN. 


W. THOMSEN. 


Acta 


O. WicutL. Med. 


425 


Recurrent coxalgia; treatment. L. 
TREMBLAY. Bull. l’Ass. d. méd. 
Amérique du Nord, 1936, 2: 354. 

Lateral roentgenography of the femoral neck. A. B. 
FERGUSON and F. L. Lresott. Radiology, 1936, 27: 704. 

Paget’s disease affecting the left femur only. H. BAtLey. 
Proc. Roy. Soc. Med., Lond., 1936, 30: 157. 

Congenital disc- shaped lateral meniscus with snapping 
knee. D.S. MippLeETOoN. Brit. J. Surg., 1936, 24: 246. 

A cyst of the external meniscus of the knee. R. E. 
PAsMAN. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936 
20: 1130. 

Genu recurvatum following osteomyelitis with ankylosis 
of the knee. C. E. OTTOLENGHI and D. T. Mtscoto. Rev. 
de ortop. y traumatol., 1936, 6: 1. 

Synovioma of the knee. O. R. Marorto.t. Rev. de 
ortop. y traumatol., 1936, 6: 22. 

The inflammatory diseases of the patella. C. BLUMEN- 
SAAT. Ergebn. d. Chir., 1936, 29: 310. [396] 

Osteochondritis dissecans of the patella. R. P. ToLEpo. 
Rev. de ortop. y traumatol., 1936, 6: 48. 

Operative elongation of the lower extremity. J. VALLs. 
Rev. de ortop. y traumatol., 1936, 6: 6. 

The roentgen visualization of the nutrient arteries of 
the tibia. G. Jorns. Arch. f. orthop. Chir., 1936, 36: 610. 

Osgood-Schlatter disease. M. GAmBoa and A. A. SAL- 
VATI. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 
721. 

Osteochondroma of the tibia and chondrosarcoma of 
the fingers. G. ALLENDE. Rev. de ortop. y traumatol., 
1936, 6: 71. 

Anomalies of the tarsal bones. P. 
1935: Miinster i. W., Dissertation. 

Koehler’s metatarsal disease, with a case report. S. 
HATCHETTE. Radiology, 1936, 27: 675. 


BLAGDON and J. 
de langue franc. de 


SCHOENEKESS. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The surgical treatment of bone cysts. 
totesy. Arch. f. klin. Chir., 1936, 185: 175. 

Operative treatment of bone, joint, and gland tuber- 
culosis. Indications and contra-indications. M. JERv- 
SALEM. Wien. klin. Wcehnschr., 1936, 1: 557. 

The treatment of surgical tuberculosis. F. P. 
Clin. y lab., 1936, 21: 178. 

The treatment of primary malignant changes of the 
bone by radical resection with bone-graft replacement. 
F. H. ALBEE. J. Am. M. Ass., 1936, 107: 1693. [397] 

Operations for paralysis of the shoulder. J. Hass. 
Wien. klin. Wchnschr., 1936, 1: 765. 

Successful and unsuccessful transplantations of tendons. 
M. Bastos Ansart. Cirug. ortop. y traumatol., 1936, 1: 5 

[397 

The late results of secondary plastic operations on the 
tendons and nerves of the hand in the twelve years since 
the establishment of the Clinic of Petrivalsky. V. KAta- 
LtovA-LortiovA. Bratislav. lek. Listy, 1936, 16: 162. 

The treatment of Pott’s disease with gibbus in the in- 
fant. J. R. Drerscu. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1936, 20: 913. 

The treatment of Pott’s disease with gibbus in the in- 
fant. TAMINI. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 1025. 

The treatment of gibbus of the spine due to Pott’s dis- 
ease in infants. M. Gampoa, A. R. EcANa, and M. Firte. 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 20: 1050. 

The treatment of gibbus in Pott’s disease in the infant. 
M. R. Moreno. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1936, 20: 1086. 


T. von Ma- 


DUENO. 





426 INTERNATIONAL 


The treatment of malum coxz senilis, old slipped upper 
femoral epiphysis, intrapelvic protrusion of the acetab- 
ulum, and coxa plana by means of acetabuloplasty. 
M. N. Surra-PETERSEN. J. Bone & Joint Surg., 1936, 18: 
8609. [398 

Plastic operations on the acetabulum. A. Ooms. 
Cologne, Dissertation. 

The attachment of the trochanter to the pelvis in the 
treatment of paralytic hip. Boppr. Mém. |’Acad. de 
chir., 1936, 62: 1245. 

Electrosurgical operation for injuries to the internal 
collateral ligament of the knee. vON SEEMEN. Zentralbl. 
f. Chir., 1936, p. 2328. 

The value of arthrodesis of the knee in the treatment of 
white swelling of the knee in the child and the adolescent. 
J. Catvet. J. de chir., 1936, 48: 646. 

Para-articular arthrodesis of the knee by the Putti 
technique. O. R. Maroétrort. Bol. Soc. de cirug. de 


1935: 


Rosario, 1936, 3: 195. 
Operative treatment of chronic Achilles bursitis. 

1936, 64: 131. 

O. ENGELKE. 


Mav. 
Ztschr. f. Orthop., 

The use of artificial legs. 
Unfallheilk., 1936, 43: 431. 


Monatsschr. f. 


Fractures and Dislocations 


The mechanism of fractures. Mild trauma and trau- 
matic injuries of the locomotor system. H. BURCKHARDT. 
Arch. f. klin. Chir., 1936, 185: 428. 

The influence of traction and pressure on the healing of 
fractures. G. KUENTSCHER. Chirurg, 1936, 8: 440. 

The treatment of endocrine disturbances and the healing 
of traumatic epiphyseal separation. M. Ernst. Zentralbl. 
f. Chir., 1936, p. 2321. 

Treatment of fractures; the use of splenic extract. T. 
WHEELDON. Surg., Gynec. & Obst., 1936, 63: 761. 

The unpadded, direct, or skin plaster cast in the treat- 
ment of long bone fractures. R. G. Jacoss. J. Oklahoma 
State M. Ass., 1936, 29: 431. 

Cases of pseudarthrosis in infants. P. 
Cirug. ortop. y traumatol., 1936, 4: 181. 

The treatment of pseudarthrosis. VON SEEMEN. 
tralbl. f. Chir., 1936, p. 2320. 

Recurrent posterior dislocation of the shoulder. C. E. 
OTTOLENGHI and E. H. Lacomarsino. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1936, 20: 1036. 

A conservative treatment for habitual dislocations of 
the shoulder. A. G. Davis. J. Am. M. Ass., 1936, 107: 
1012. 

Apparatus for the treatment of fractures of the clavicle. 
Maprer. Mém. I’Acad. de chir., 1936, 62: 1247. 

Personal apparatus for the treatment of fractures of 
the humerus. J. L. Bapo and D. VAsquez-Ro.¥i. Arch. 
uruguayos de med., cirug. y especial., 1936, 9: 293. 

The treatment of fracture of the upper end of the 
humerus in older patients, with particular emphasis on 
early motion of the arm. G. E. Haccart and G. G. 
BatLey. Surg. Clin. North Am., 1936, 16: 1737. 

Fractures of the lower end of the humerus and their 
complications. S. H. Scoucatt. Med. J. Australia, 
1936, 2: 873. 

Pseudarthrosis of the humerus. 
y lab., 1936, 21: 160. 

Pseudarthrosis of the external condyle of the humerus. 
E. C. Saravia. Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1936, 20: 893. 

Fractures around the elbow joint. L. 
J. Australia, 1936, 2: 881. 

Moulded plaster right-angle elbow splints. 
WITHINGTON. New England J. Med., 1936, 215: 


S. ToLepo. 


Zen- 


M. B. AnsART. Clfn. 


BUCHANAN. Med. 


P; a 
1174. 


ABSTRACT OF SURGERY 


The late sequele of injuries of the bones of the forearm. 
particularly the radius. W. THomsen. Arch. f. orthop. 
Chir., 1936, 36: 580. 

Operative treatment of traumatic dislocation of the 
head of the radius. H. HorrMann. Chirurg, 1936, 8: 532 

Isolated fracture of the trapezium. L. Monicont 
Rassegna internaz. di clin. e terap., 1936, 17: 843. 

Treatment of lunate dislocation. P. STEINER. Schweiz. 
med. Wchnschr., 1936, 1: 504. 

The treatment of old Bennett fractures. 
Monatsschr. f. Unfallheilk., 1936, 43: 428. 

A general discussion of fractures of the spine. 
O’DonocuueE. J. Oklahoma State M. Ass., 
Fractures of the spine. D. Prat. 
med., cirug. y especial., 1936, 9: 325. 

Fractures of the vertebral column with paraplegia. 
J. C. pet Campo. Arch. uruguayos de med., cirug. y 
especial., 1936, 9: 320. 

Fracture of the lumbar vertebre with paraplegia. J. L. 
Bapo and P. PEpEMONTE. Bol. Soc. de cirug. de Rosario, 
1936, 3: 149. 

The management of injuries to the spine and pelvis. 
E. P. HELLER. J. Missouri State M. Ass., 1936, 33: 430. 

The treatment of fractures of the spinous processes. 
E. GuENntTz. Muenchen. med. Wchnschr., 1936, 1: 895. 

Laminectomy in old vertebral fractures. F. STARLINGER. 
Zentralbl. f. Chir., 1936, p. 1962. 

A patient with a triple fracture of a vertebral body ready 
for work at the end of eight weeks. H. SCHWERDTFEGER. 
Arch. f. orthop. Chir., 1936, 37: 48. 

Isolated traumatic rupture of the symphysis. 
SEN. Ugesk. f. Leger, 1936, p. 421. 

Fractures of the pelvis. MryER-BURGDORFF. 
tralbl. f. Chir., 1936, p. 1016. 

Abduction and continuous traction in fractures of the 
pelvis. J. C. VILLAGRANA. Rev. de cirug., Hosp. Juarez, 
Mex., 1936, 7: 257. 

Traumatic dislocation of the hip. O. OBWEGEsER. 
Med. Klin., 1936, 1: 834. 

Symptoms in the treatment and prognosis of fresh trau- 
matic dislocation of the hip. O. OBwEGESER. Arch. f. 
orthop. Chir., 1936, 37: 80. 

The congenital character of so-called congenital dis- 
location of the hip. H. HILGENREINER. Ztschr. f. Orthop., 
1936, 65: 58. 

Congenital dislocation of the hip and the course of ossi- 
fication. A. PratyE. Anat. Anz., 1936, 81: 2209. 

An arthroplastic operation for congenital dislocation 
of the hip; a 2-stage procedure. P. C. Cotonna. Surg., 
Gynec. & Obst., 1936, 63: 777. 

Oblique subtrochanteric osteotomy in a pathological 
dislocation of the “3 L. A. WEBER. Rev. de ortop. y 
traumatol., 1936, 6: 

The blood supply 4 the head of the femur through the 
ligamentum teres oe N. G. Norpenson. Nord. 
med. Tidskr., 1936, p. 

Epiphyseolysis of the ed of the femur and adolescent 
coxa vara. J. Eccer. Krueppelfuehrer, 1936, 9: 211. 

Nailing or conservative treatment for fracture of the 
neck of the femur? L. ZukscHWERDT and W. REIss. 
Chirurg, 1936, 8: 477. 

Clinical note on the treatment of fractures of the neck 
of the femur. E. T. T. L6éprz-Trico. — rev. 
mensual de med., cirug. y especial., 1936, 3: 

Open reduction in fractures of the neck of the femur. 
F. FELSENREICH. Wien. klin. Wchnschr., 1936, 1: 787. 

The technique and new instrumentarium for extra- 
articular osteosynthesis in fractures of the neck of the 
femur. J. VALLS and E. H. Lacomarsrno. Rev. de ortop. y 
traumatol., 1936, 6: 68. 


A. WINK. 
D. H. 


1936, 29: 425 
Arch. uruguayos de 


S. NIEL- 
Zen- 





i 
dis- 


Op., 
ossi- 


tion 
urg., 


gical 
Pp. y 


1 the 
lord. 


scent 
* 

' the 
EISS. 


neck 
rev. 


‘mur. 
87. 

Xtra- 
f the 
op. y 


BIBLIOGRAPHY OF CURRENT LITERATURE 427 


Subtrochanteric fracture of the left femur treated with 
the en apparatus. R. GALvEz. Guatemala méd., 
1936, I: 3. 

oo hee a of the femoral condyles. S. Saranowsky and 
.A. WEBER. Rev. de 'e4 y traumatol., 1936, 6: 32. 
“Fractures of the leg. R. L. Ferrt. Semana méd., 1936, 
43: 1228. 


Procain and epinephrin injection in the treatment of 
sprained ankles; report of cases. J. B. Kiser. Virginia 
M. Month., 1936, 63: 554. 

Fractures of the os calcis. M. S. HENDERSON. Surg., 
Gynec. & Obst., 1936, 63: 782. 

The treatment of fractures of the os calcis. WAGNER. 
Zentralbl. f. Chir., 1936, p. 1547. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


Discussion on arteriography. O. R. Mar6rrout. Bol. 
Soc. de cirug. de Rosario, 1936, 3: 191. 

Two cases of aneurysm of the internal carotid artery 
proved by arteriography. O. Sj6qutst. Svensk. Likartidn., 
1930, P- 404. 

Aneurysm of the common carotid artery. H. RAck- 
witz. Med. Welt, 1936, p. 785. 

Spontaneous arteriovenous aneurysm of the hand. H. 
GeBELE. Zentralbl. f. Chir., 1936, p. 1510 

A case of traumatic aneurysm of the palm. H. Wap- 
sHaw. Glasgow M. J., 1936, 126: 333. 

Aneurysm of the popliteal artery; arteriography. R. 
DELGADO. Bol. Soc. de cirug. de Rosario, 1936, 3: 183. 

A case of popliteal aneurysm. A. VaRGAs. Cirug. y 
cirujanos, 1936, 4: 231. 

The clinical aspects of periarteritis nodosa. R. SPIEGEL. 
Arch. Int. Med., 1936, 58: 993. [399] 

Some clinical aspects of periarteritis nodosa. L. J. 
Boyp and C. NussBaum. Med. Clin. North Am., 1936, 
20: 073. [399] 

A case of thrombo-angiitis obliterans in a negroid. G. W. 
ParSON. Texas State J. M., 1936, 32: 546. 

The conservative treatment of thrombo-angiitis ob- 
literans. S.S. Samuets. Lancet, 1936, 231: 1511. 

The results of treatment of diseases of the extremities. 
W. BRAEUCKER. Verhandl. d. deutsch. Gesellsch. f. 
Kreislaufforsch., 1936, p. 310. [399] 

The treatment of peripheral obliterative arterial dis- 
eases by the use of intermittent venous occlusion. W. S. 
CoLLENS and N. D. Witensky. J. Am. M. Ass., 1936, 
107: 1960. 

Clinical studies in venous pressure and their significance. 
W. G. Harrison, Jr. South. M. J., 1936, 29: 1198. 

Varicose veins. W. U. Kennepy. J. Med., Cincinnati, 
1936, 17: 497. 

The etiology and treatment of varices and the varicose 
syndrome. F. JAEGER. 1936: Leipzig, Barth. 

A new test for evaluating circulation in the venous 
7% of the lower extremity affected by varicosities. 

. R. MAHORNER and A. OcusNnerR. Arch. Surg., 1936, 


rode 479. 

Recent trends in the treatment of varicose veins and 
varicose ulcer. N. W. Swinton. Surg. Clin. North Am., 
1936, 16: 1723. 

The management of patients with varicose veins. E. T. 
WuitNEy and P. A. ConsaLes. New England J. Med., 
1936, 215: 1068. 

The prognosis of artificial sclerosis of varicose veins. 
G. Nos. Wien. klin. Wehnschr., 1936, 1: sor. 

The use of sodium morrhuate for obliteration of varicose 
veins. G, RreHL. Wien. med. Wchnschr., 1936, 1: 695. 

The injection of varicose veins during pregnancy. G. R. 
CHE — and A. E. Peck. New York State J. M., 1936, 
30: 1871 

Prophylaxis for thrombosis and phlebitis. S. C. Dats- 
GAARD. Zentralbl. f. Chir., 1936, p. 2012. 


Blood; Transfusion 


The estimation of the coagulation time of the blood. 
Hi. + aaa and J. W. Rippocu. Brit. M. J., 1936, 2: 
119 

Hemophilia i in the negro. N. F. CRANDALL. Am. J. M. 
Sc., 1936, 192: 745. 

Variations in the bromide content of the blood. U. 
Ostr. Ann. ital. di chir., 1936, 15: 5869. 

Acute complete granulopenia with death due to dinitro- 
phenol poisoning. A. GoLpMAN and M. Haser. J. Am 
M. Ass., 1936, 107: 2115 

Werlhof’s disease and: follicular hormones. G. pt PAOLA. 
Rev. méd.-quirirg. de patol. femenina, 1936, 4: 227. 

Essential thrombocytopenic purpura hemorrhagica. 
C. G. Geccrr. Canadian M. Ass. J., 1936, 35: 651. 

Blood transfusion. N. S. PLumMMErR. Brit. M. J., 1936, 
2: 1186. 

Blood transfusion. E. N. PETERSON. Minnesota Med., 
1936, 19: 7706. ’ 

Blood transfusions on “ “a field. Gros. Schweiz. 
med. Wchnschr., 1936, 2: 

Determination of bieed comgaaliliiny before blood 
transfusion and the avoidance of subsequent reactions. 
H. J. GARDNER. Med. J. Australia, 1936, 2: 839. 

The simplest method for the transfusion of unchanged 
blood. E. Srrecuy. Zentralbl. f. Chir., 1936, p. 1046. 

Results in 100 cases of blood transfusion with a new 
apparatus. A. G. NEUMANN. Rev. méd. d. Rosario, 1936, 
26: 750. 

A new method of blood transfusion. J. Ettiotr. South. 
M. & S., 1936, 98: 643. 

A simplified method of drawing blood for citrate blood 
transfusion. H. D. CoGsweLt. Am. J. Surg., 1936, 34: 
620. 

The transfusion of conserved defibrinated blood. A. 
Frvatov. Beitr. z. klin. Chir., 1936, 164: 9. 

The transfusion of cadaver blood. G. G. KARAVANOV, 
A. G. Karavanov, and A. E. PERELSTEIN. Eksperimen- 
tal med., 1936, No. 6, p. 68. 

So-called hemolytic shock. G. WoyrTek. 
Ztschr. f. Chir., 1936, 247: 113. 


Deutsche 


Reticulo-Endothelial System 


The significance of the circulatory potential on the 
function of the reticulo-endothelial tissue. F. Lert. 
Acta med. Scand., 1936, 90: 134. 


Lymph Glands and Lymphatic Vessels 


The blood pictures in the primary diseases of the 
lymphatic system: their character and significance. B. K. 
WISEMAN. J. Am. M. Ass., 1936, 107: 2016. [400] 

A case of benign lymphogranulomatosis. C. J. Box- 
strOM. Svensk. Likartidn., 1936, p. 1438. 

Studies in Hodgkin’s disease. III. Clinical application 
of the Gordon test (a syndrome of ataxia, spasm, and 





428 


paralysis induced in rabbits by the intracerebral injection 
of emulsified Hodgkin’s tissue). E. M. CHAPMAN. Ann. 
Int. Med., 1936, 10: 742. 


INTERNATIONAL ABSTRACT OF 


SURGERY 


The roentgen treatment of the so-called malignant 
1936, 107: 
[400 


lymphomas. 
2022. 


F. W. O’Brien. J. Am. M. Ass., 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


The therapeutic use of oxygen. K. C. McCarray. 
Ohio State M. J., 1936, 32: 1223. 

Maintenance of normal water exchange with intra- 
venous fluids. F. A. Cotter, V. S. Dick, and W. (¢ 
Mappocx. J. Am. M. Ass., 1936, 107: 1522. [402] 

Elimination of upper abdominal distention by con- 
tinuous aspiration during operation. G. H. Pratr. Am. 
J. Surg., 1936, 34: 618. 

Surgery of scars of the neck and arms. J. REBELO NETO. 
Folha med., 1936, 17: 421. [402] 

The repair of contractures resulting from burns. V. H. 
KazANnjIAN. New England J. Med., 1936, 215: 1104. 

A method of tubed flap formation. J. S. Davis and 
E. A. Kittowski. South. M. J., 1936, 29: 1169. 

A study of postoperative retention of urine. R. UEBEL- 
HOER. Zentralbl. f. Chir., 1936, p. 1895. 

The treatment of hemorrhage in non-hemophilic pa- 
tients with an estrogenic substance. C. J. HEINBERG. 
Arch. Otolaryngol., 1936, 24: 758. 

The management of the heart and circulation following 
operation. W. Bexz. Zentralbl. f. Chir., 1936, p. 1279. 

Postoperative pulmonary lesions. P. Duvat and L. 
Binet. Presse méd., Par., 1936, No. 92, 1800. [402] 

Postoperative pulmonary complications and preventive 
treatment. G. Carpi. Rassegna internaz. di clin. e 
terap., 1936, 17: 870. 

The prevention of postoperative pulmonary complica- 
tions. P. P. Vinson. J. South Carolina M. Ass., 1936, 
32: s, 

Postoperative pulmonary atelectasis. W. J. CARSON. 
West. J. Surg., Obst. & Gynec., 1936, 44: 683. 

Postoperative thrombophlebitis. O. O. ALEXANDER. 
J. Indiana State M. Ass., 1936, 29: 625. 

Thrombosis and embolism: pre-operative and _post- 
operative care in their prevention. J. H. Breyer. Cali- 
fornia & West. Med., 1936, 45: 463. 

Progressive postoperative gangrene of the skin. V. A. 
Uc6n and R. CantOn. Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1936, 20: 860. 

Postoperative myxedema with hypercholesterinemia, 
attacks of angina pectoris, biliary cirrhosis with jaundice, 
hepatomegaly, esophageal varices, ng anemia. C. S$ 
KEEFER. Internat. Clin., 1936, 4: 

Postoperative tetanus. A. M. * ii 
cirug. de Rosario, 1936, 3: 205. 

Postoperative evisceration in the colored race. F. K. 
BOLAND, Jr. South. M. J., 1936, 29: 1225. 

Postoperative disturbances of carbohydrate metabolism. 
R. FerRRACANI. Rev. méd.-quirarg. de patol. femenina, 
1936, 4: 235. 


Bol. Soc. de 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Stringent observation of asepsis. V. MANNINGER. 
Orvosi hetil., 1936, p. 647. 

Silence during operation and its importance in relation 
to other factors of asepsis. J. Riese. Zentralbl. f. Chir., 
1936, pp. 1874, 1922. 


The care of lacerated wounds. R. B. Tucker. 
State M. J., 1936, 32: 1198. 

The surgical treatment of human bites. 
Lowry. Ann. Surg., 1936, 104: 1103. 

The treatment of hand and foot injuries with cod-liver 
oil or with cod-liver oil and a plaster-of-Paris dressing. 
W. Lorene. Ztschr. f. aerztl. Fortbild., 1936, 33: 421. [403] 

The treatment of injuries to the hands and fingers. J. 
VOLKMANN. Monatsschr. f. Unfallheilk., 1936, 43: 417. 

Suppurative tenosynovitis of the thumb. J. A. Scrosso. 
Bol. Soc. de cirug. de Rosario, 1936, 3: 285. 

The importance of tetanus antitoxin in the prophylaxis 
and treatment of traumatic tetanus. M. Kaspar. Beitr, 
z. klin. Chir., 1936, 164: 31. 

The intra-arterial administration of serum in tetanus. 
E. FritzscHe. Chirurg, 1936, 8: 450. 

The treatment and pathogenetic bases of burns. 0. 
HILGENFELDT. Ergebn. d. Chir., 1936, 29: 102. 

Surgical shock from burns, freezing, and similar trau- 
matic agents. H. N. Harxrns. Colorado Med., 1936, 33: 
871. 

Infections and burns. T. McErroy. J. Oklahoma State 
M. Ass., 1936, 29: 443. 

Electrical injuries and the vascular system. P. HuBeEr. 
Wien. klin. Wchnschr., 1936, 1: 771. 

Phagedenic infection. C. E. OrroLencut and J. E. 
Vatts. Bol. y trab. Soc. de cirug. de Buenos Aires, 1936, 
20: 749. 

The treatment of infected wounds with azochloramid. 
L. E. Sutton and J. VAN Duyn, 2nd. New York State 
J. M., 1936, 36: 1835. 

Suppurative wounds; the present status of biological 
treatment and its pathogenic evaluation. L. C. MARInN1. 
Semana méd., 1936, 43: 1210. 

A new active derivative of sulphamido chrysoidine in 
the treatment of streptococcal infections. P. GLEy and A. 
GrRARD. Presse méd., Par., 1936, 44: 1775. 

The mode of action of p-aminobenzenesulphonamide 
and prontosil in hemolytic streptococcal infections. L. 
CoLeBrooK, G. A. H. Buttier, and R. A. Q. O’MEars. 
Lancet, 1936, 231: 1323. 

The modern trend in the treatment of staphylococcal 
infections. C. R. Ferris. J. Missouri State M. Ass., 1936, 
33: 453: 

A bacteriological study of anaerobic sepsis. The iden- 
tity of fusobacterium nucleatum, bacillus funduliformis, 
and bacterium pyogenes anaerobium Buday. A. Grum- 
BACH, A. LEMIERRE, and J. RerLty. Schweiz. med. 
Wchnschr., 1936, 2: 834. 

The réle of surgery in the treatment of actinomycosis 
O. H. WANGENSTEEN. Ann. Surg., 1936, 104: 752. [403 


Ohio 


T. McG. 


Anesthesia 
L. F. Sise. J. Indiana State 


Am. J 


Present-day anesthesia. 
M. Ass., 1936, 29: 615. 

The progress of anesthesia. 
Surg., 1936, 34: 405. 

Progress in anesthesia from the teaching standpoint 
J. McNearney. Anes. & Anal., 1936, 15: 2098. 

Anesthesia in the medical schools. A. M. Wricnt. Am 
J. Surg., 1936, 34: 407. 


F. H. Lauwey. 





point 


Am 


BIBLIOGRAPHY OF CURRENT LITERATURE 420 


The recognition of anesthesia as a specialty. T. D. 
BUCHANAN. Am. J. Surg., 1936, 34: 409. 

The specialist anesthetist: has he improved the standard 
of anesthesia? R. H. Orton. Med. J. Australia, 1936, 
2: 853. 

Anesthesia and surgery. E. R. Scnmipt. Am. J. Surg., 
1936, 34: 408. 

Anesthesia in the Southwest: a survey with comments. 
H. B. Stewart. Anes. & Anal., 1936, 15: 281. 

The clarified status of anesthesia in California. W. V. 
CHALMERS-FRancis. Anes. & Anal., 1936, 15: 310. 

Newer substances and methods for the management of 
pain. H. Scumipr. Zentralbl. f. Chir., 1936, p. 1602. 

A study of the effects of different anesthetics on the elec- 
trical potential of the brain cortex. W. E. Burcg, G. C. 
WickwirE, and H. M. Scuamp. Anes. & Anal., 1936, 
15: 261. 

Anesthetics and liver function. W. Bourne. Am. J. 
Surg., 1936, 34: 486. 

Anesthesia in children. C. H. Rosson. Am. J. Surg., 
1936, 34: 468. 

Pre-operative estimation of the anesthetic and surgical 
risk. P. D. WoopBRipGcE. Am. J. Surg., 1936, 34: 410. 

The choice of anesthesia. L. F. Stsr. Am. J. Surg., (383 

403 


34: 410. 

Pre-anesthetic medication. F. A. D. ALEXANDER and 
S.C. Cutten. Am. J. Surg., 1936, 34: 428. [404] 

Ventricular fibrillation in anesthesia. A. E. GUEDEL and 
P. K. KNOEFEL. Am. J. Surg., 1936, 34: 496. 

Questionable air embolism occurring during anesthesia. 
M. E. Davies and W. E. Apams. Anes. & Anal., 1936, 
15: 305. 

The present status of inhalation anesthesia. R. M. 
Waters. Am. J. Surg., 1936, 34: 446. 

The carbon dioxide absorption method for inhalation 
anesthesia. E. A. RovENsTINE. Am. J. Surg., 1936, 34: 456. 

The pharmacological action of inhalation anesthetics. 
H. G. BarBour. Am. J. Surg., 1936, 34: 435. 

Inhalation analgesics in obstetrics. A. M. Carne. Am. 
J. Surg., 1936, 34: 463. 

A study of the reactional variability of the viscera; 
toxic hepatitis. N. Fresstncer and C. M. Laur. Presse 
méd., Par., 1936, No. 92, 1797. 

Narcosis and inhalation of oxygen. D. Corprer. Anes. 
et anal., 1936, 2: 529. [404] 

Endotracheal anesthesia. I. W. Maciiy. Am. J. Surg., 
1936, 34: 450. 

The etiology of muscular spasms during general anes- 
thesia. E. C. Rosenow and R. M. Tovey. Am. J. Surg., 
1936, 34: 474. 

Tribromethanol in combination with other general anes- 
thetics; including some electrocardiographic studies under 
these combinations. L. D. Norris and A. H. STEVENS. 
Anes. & Anal., 1936, 15: 268. 

The chemistry and pharmacology of the injection anes- 
thetics and basal anesthetics. WEESE. Zentralbl. f. Chir., 
1936, p. 1600. 

Intravenous anesthesia. J. S. Lunpy. Am. J. Surg., 
1936, 34: 559- 

Intravenous anesthesia. L. F. Sisk and E. J. Forp. 
Surg. Clin. North Am., 1936, 16: 1713. 

Intravenous anesthesia. F. J. Diaz. Guatemala méd., 
1936, 1: 8. 

The induction of anesthesia by the intravenous injection 
of 1 methyl s, 5 allyl iso-propy! barbituric acid. M. THAL- 
HEIMER. Anes. et anal., 1936, 2: 560. 

Regional anesthesia; agents and methods. J. S. Lunpy 
and E. B. Tuony. Am. J. Surg., 1936, 34: 511. 

Regional anesthesia for operations on the neck. R. M. 
Tovett. Am. J. Surg., 1936, 34: 531. 


Brachial plexus block. E. B. Tuony. Am. J. Surg., 1936 
342.544. 

Caudal and transsacral block. B. C. Sworp. Am. J. 
Surg., 1036, 34: 539. 

Spinal anesthesia. M. Sakitap. Am. J. Surg., 1036, 
34: 510. 

A survey of spinal anesthesia in a small general hospital. 
D. C. McE.uicorr. Anes. & Anal., 1936, 15: 288. 

Routine spinal anesthesia in a provincial hospital. K. K. 
NyGAARD. Acta chirurg. Scand., 1936, 78: 3709. 

Pantocain-glucose solutions for spinal anesthesia. L. F. 
StsE. Surg. Clin. North Am., 1936, 16: 1707. 

Epidural anesthesia. C. B. Opom. Am. J. Surg., 1936, 
34: 547. 

A special syringe for use in spinal anesthesia. G. S. 
Foster. Am. J. Surg., 1936, 34: 615. 

The mortality of spinal analgesia. J. R. VEAL and B. 
DEK. VAN WERDEN. Am. J. Surg., 1936, 34: 606. 

Applied pharmacology of local anesthetics. R. N. BreTER. 
Am. J. Surg., 1936, 34: 500. 

The effect of sterilization and ageing on the strength of 
novocain hydrochlorate and pheny!proprionate of novo- 
cain. J. REGNIER and A. QUEVAUVILLER. Anes. et anal., 
1936, 2: 585. | ; 

Local and spinal anesthesia. A. Ritter. Helvet. med 
Acta, 1936, 3: 54. 

Local anésthesia in abdominal surgery. V. J. KINSELLA. 
Med. J. Australia, 1936, 2: 785. 

Local anesthesia of the abdomen induced by the method 
of Bankoff. J. W. Morquecno. Rev. de cirug., Hosp. 
Juarez, Mex., 1936, 7: 39. 

Changes in the diastase of the blood following local and 
general anesthesia. P. Bassi. Ann. ital. di chir., 1936, 
15: 579. . 

Rectal anesthesia. A. Curist. Helvet. med. Acta, 1936, 


38h. 
' Making ether an ideal anesthetic. W. N. Kemp. Anes. 
& Anal., 1936, 15: 285. 

An anesthesia apparatus for use with warm ether. L. 
Ritter. Chirurg, 1936, 8: 425. 

Experiences with vinyl ether anesthesia. F. OEHLECKER. 
Zentralbl. f. Chir., 1936, p. 2228. 

Carbon dioxide in the induction of anesthesia with 
ether. F. C. Frerro. Rev. de cirug., Hosp. Juarez, Mex., 
1936, 7: 43. . 

Convulsions during ether anesthesia. A. RAAB. Anes. & 
Anal., 1936, 15: 295. 

The pharmacodynamic action of chloroform. J. M. 
Moreno. Rev. de cirug., Hosp. Juarez, Mex., 1936, 7: 33. 

Tribromenthenal anesthesia for encephalography: a pre 
liminary report. S. Lestncer. Anes. & Anal., 1936, 15: 
292. 

—_— with pantocain anesthesia. K. ERIKSEN. 
Ugesk. f. leger, 1936, p. 853. 

Cyclopropane, a new anesthetic. M. CLERMONT. Bull. 
l’Ass. d. méd. de langue frang. de l’Amérique du Nord, 
1936, 2: 373. ’ ; 

A comparison of cyclopropane with other anesthetics. 
J. A. Morritt and G. S. Mecuiinc. Anes. & Anal., 1936, 
ES+ 498, [404] 

A clinical evaluation of cyclopropane: after its use in 300 
surgical anesthesias. J. B. BoGan. Anes. & Anal., 1936, 


: 295. 
*Pentothal sodium anesthesia. O. J. Murpny. Brit. M. 
J., 1936, 2: 1308. 
Observations on the use of tribromethanol (avertin). 
P. M. Woop and R. S. Bickitey. Am. J. Surg., 1936, 
: 598. 
Does sodium evipan injure the kidney? J. Pervés and 
P. BADELON. Mém. l’Acad. de chir., 1936, 62: 1233. 





430 


Evipal anesthesia: its use in proctology. B. HASKELL and 
J. J. CHELEDEN. Am. J. Surg., 1936, 34: 581. 

The protective action of picrotoxin in prolonged surgical 
anesthesia with evipal. A. H. Maroney. Am. J. Surg., 
1936, 34: 571. 

Concerning prolonged evipal anesthesia. A. H. MALONEY 
and J. W. Ross. Anes. & Anal., 1936, 15: 300. 

A new anesthetic procedure for the incision of hand in- 
fections. S. PortuGALow. Schmerz, 1936, 9: 72. 

A new apparatus for artificial respiration. W. BRANOWER. 
Am. J. Surg., 1936, 34: 611. 

Resuscitation. P. J. FLacc. Am. J. Surg., 1936, 34:591. 


INTERNATIONAL ABSTRACT OF SURGERY 


Surgical Instruments and Apparatus 


Trichlorethylene as a skin and wound cleanser. H. B. 
TruMPER, A. T. Jones, and H. Taytor. Lancet, 1936, 
231: 1390. 

Silkworm gut. A. FANDRE. Techn. chir., 1936, 28: 167. 

The Hartglass apparatus for fashioning stainless steel 
plates for osteosynthesis. Boppe. Mém. |’Acad. de chir., 
1936, 62: 1246. 

A lumbar puncture needle for the accurate control of 
spinal fluid flow. M. Mazner. J. Am. M. Ass., 1936, 
107: 2045. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Radiology, past and present. M. Donati. Radiol. med., 
1936, 23: 837. 

Radiology for the general practitioner. J. BeLor and L. 
NAHAN. Presse méd., Par., 1936, No. 92, 1840. 

The roentgen ray: facts and fiction. F. M. Hopces. 
South. M. J., 1936, 29: 1151. : 

A fluoroscope attachment for cross-section drawing and 
localization, with an adaptation for radiography. M. 
SzaBapos. Radiology, 1936, 27: 689. 

Simultaneous infrared roentgen photography: a method 
of obtaining a photograph in total darkness and a radio- 
graph, simultaneously, on the same infrared plate. L. C. 
Massopust. Radiology, 1936, 27: 663. 

The medicolegal importance of roentgen examination in 
physical injuries. J. DE Parva. Arch. brasil. de med., 1936, 
26: 495. 

Localization and extraction of foreign bodies with the aid 
of colored roentgen-opaque oil. J. D. Erits. Surg., Gynec. 
& Obst., 1936, 63: 772. 

Roentgen kymography in diseases of the heart. W. G. 
Scott and S. Moore. J. Am. M. Ass., 1936, 107: 1951. 

A roentgenological study of the heart size in athletes. 
H. Roester. Am. J. Roentgenol., 1936, 36: 849. 

Roentgen aspects of congenital aplasia of the lung. J. F. 
ELwarp. Radiology, 1936, 27: 667. 

Concerning the use of pitressin as an agent for reducing 
shadows caused by intestinal gas in roentgen examina- 
tion of the abdomen. O. ScHEIBEL. Acta radiol., 1936, 
ry: Siti. 

The planeogram: analysis and practical application, with 
especial reference to mensuration of the pelvic inlet. J. 
KaurMANn. Radiology, 1936, 27: 732. 

The roentgenographic diagnosis of soft-tissue tumors, 
excluding the breast. J. R. Carty. Am. J. Roentgenol., 
1936, 36: 932. 

Radiation intensities of x-ray generators; some observa- 
tions during the calibration of machines for therapy pur- 
poses. C. E. NURNBERGER. Radiology, 1936, 27: 696. 

Eighteen months’ experience with 400 kv. constant 
potential deep therapy: a preliminary report. D. STEEL. 
Am. J. Roentgenol., 1936, 36: 963. 

Some physical aspects of the 650 kv. constant potential 
x-ray apparatus at the Lincoln General Hospital. T. R. 
Forsom. Radiology, 1936, 27: 679. 

Roentgen therapy of infections. 
R. A. Bercrer. J. Am. M. Ass., 1936, 107: 1551. 


F. M. Hopces and 
[405] 


The successful treatment of essential thrombopenia with 
hemorrhage by roentgen rays. H. RupistL1, Jr. J. Am. M, 
Ass., 1936, 107: 21109. 

The radiation biology of the cutaneous glands. J. Borax. 
Radiology, 1936, 27: 651. 

On the spacing of radiation according to variation in 
radiosensitivity. J. C. Mottram. Brit. J. Radiol., 1936, 
9: 824. 

Radiation-induced lymphopenia. D. R. GoopFe.tow. 
Brit. J. Radiol., 1936, 9: 695. 

Roentgen radiation treatment of chronic cough occur- 
ring during childhood. C. Lrepman. Canadian M. Ass. J., 
1936, 35: 643. 

Direct roentgen irradiation of deep-seated tumors: pre- 
liminary report. S. Moore. Am. J. Roentgenol., 1936, 
36: 969. 

A plasma-cell myeloma of the humerus treated by roent- 
gen radiation: report of a case followed seven years. C. 0. 
BatLey. Am. J. Roentgenol., 1936, 36: 80. 


Radium 


The dangers of the administration of radio-active sub- 
stances. S. LABoRDE. Presse méd., Par., 1936, 44: 1915. 

The theoretical premises for the treatment of malignant 
tumors by radium and x-ray. B. K. ROSENZVEIG. Pro- 
blémes d’oncol., 1936, 10: 92. 

Teleradium therapy of malignant tumors. R. B. 
ENGELSTAD. Acta radiol., 1936, 17: 421. [405] 

The calculation of dosage in the radium treatment of 
carcinoma of the cervix. C. DEF. Lucas. Am. J. Roent- 
genol., 1936, 36: 477. [405| 

Variation of doses adjacent to certain arrangements of 
intra-uterine radon tubes. T. H. Oppre. Brit. J. Radiol., 
1936, 9: 805. 


Miscellaneous 


The value of heliotherapy for certain types of surgical 
tuberculosis of the lung. F. V. Ltoprecat. Med. Ibera, 
1936, 20: 228. 

A critical study of the erythral wave in ultraviolet light. 
V. WUCHERPFENNIG. Acta radiol., 1936, 17: 421. 

A review of preliminary research upon the combined 
effects of fever and roentgen radiation upon animal tumors. 
S. L. WARREN. Am. J. Roentgenol., 1936, 36: 983. 

The treatment of general paralysis by ultra high-fre- 
quency heating. L. E. Hinstr and J. R. BLatocx. New 
York State J. M., 1936, 36: 1951. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Researches on the hereditary transmission of group- 
specific properties M and N. E. Ponzi. Riv. ital. di ginc., 
1936, 19: 462. 

The relationships between the pineal gland, genital 
function, and the bodily development of the female. 
G. MIEALE. Riv. ital. di ginec., 1936, 19: 471. 

Post-traumatic reflex vasomotor disturbances; their 
pathogenesis and treatment. F. ALBERT. Bruxelles-méd., 
1930, 16: 1723. 

Neuromuscular chronaxia in the amyotrophia of im- 
mobilization. Experimental researches. C. CoLomBo and 
A. Romero. Arch. ital. di chir., 1936, 14: 311. 

Determining the infectivity of bacteria for their host. 
M. Sorts-CoHEN. Lancet, 1936, 231: 1447. 


The fibrinolytic properties of staphylococci. A. M. 


FISHER. Bull. Johns Hopkins Hosp., Balt., 1936, 59: 415. 
The plasma-coagulating properties of staphylococci. 
M. FisHER. Bull. Johns Hopkins Hosp., Balt., 1936, 59: 


303: 

A new glycolysis activator. W. FasiscuH. Am. J. Cancer, 
1936, 28: 764. 

Congenital defect of the ulnar ray and congenital defect 
of the tibia. Ke Pinc Jen. Arch. f. orthop. Chir., 1936, 


37: 42. 

Manipulative surgery. S. H. Scouca.i. Med. J. Austra- 
lia, 1936, 2: 523. 

Reflections on cicatrization and regeneration. BOvIER. 
Bull. et mém. Soc. d. chirurgiens de Par., 1936, 28, 580. 

A contribution to the study of sutures of living aponeu- 
rosis. C. MIRANDA Matus. Rev. mex. de cirug., ginec. y 
cancer, 1936, 4: 859. 

Researches on polypeptidemia in surgery. F. AMBROSI. 
Riv. di chir., 1936, 2: 623. 

Surgery on diabetics. Surgical conditions in diabetics. 
G. JEANNENEY. J. de chir., 1936, 48: 510. [407] 

A contribution to the surgery of diabetes. The influence 
of tumefactions provoked in the parotid glands on exper- 
imental pancreatic diabetes. G. MASTROSIMONE. Policlin., 
Rome, 1936, 43: sez. chir. 622. 

The acquired resistance of fixed tissue cells to chemical 
injury. W. DEB. MAcNipwer. South. M. J., 1936, 29: 1180. 

A case of advanced degeneration of the nails. L. A. 
WEBER and R. P. ToLepo. Rev. méd.-quirdrg. de patol. 
femenina, 1936, 4: 208. 

Diabetic gangrene. 
Am., 1936, 16: 1701. 

Cholesterinemia, lipemia, and the sex hormones. TRA- 
MONTANA. Arch. di ostet. e ginec., 1936, 43: 460. 

The adiposogenital syndrome; cancer of the breast. R. E. 
Dé6NovaN. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1936, 20: 869. 

Congenital cysts. D. D. Pautus. J. Oklahoma State M. 
Ass., 1936, 29: 447. 

The treatment of closed hydatid cysts with hyaline- 
vesicular contents. R. A. Placc1o-BLANco and F. Garcfa- 
Capurro. Arch. uruguayos de med., cirug. y especial., 
1936, 9: 415. 

Is there a preblastomatous stage? G. GUADAGNO. 
Rassegna internaz. di clin. e terap., 1936, 17: 895. 

Telangiectasis or cavernoma? K. Maezima. Keijo J. 
Med., 1936, 7: 270. 

Glomus tumor. A. G. ScHocu and H. S. ARONSON. 
Texas State J. M., 1936, 32: 545. 


F. N. ALLan. Surg. Clin. North 


Further studies on the breaking down of the resistance 
of mice of one strain to the transplantation of tumors from 
mice of another strain. M. R. Lewis and E. G. LicHTENn- 
STEIN. Am. J. Cancer, 1936, 28: 746. 

The virus tumors and the tumor problem. P. Rows. 
Am. J. Cancer, 1936, 28: 233. [407] 

A case of 3 neoplasms. B. C. Portuonpo. Am. J. 
Cancer, 1936, 28: 752. 

The respective réles of’ heredity and somatic mutation 
in the origin of malignancy. W. F. Dunninc, M. R. 
Curtis, and F. D. Buttock. Am. J. Cancer, 1936, 28: 681. 

The biological action of cancerogenic substances. I. The 
pharmacological action of 3, 4-benzopyrine. J. W. Sup- 
NIEWSKI, E. TASCHNER, and J. HANO. Bull. internat. Acad. 
polonaise d. sc. et d. lettres, 1936, p. 343. 

Local changes and general predisposition to the de- 
velopment of cancer in rabbits with tar tumors. I. Studies 
of rabbits with persistent changes caused by tar. J. 
Kowa.czykowa. Bull. internat. Acad. polonaise d. sc. 
et d. lettres, 1936, p. 141. 

Local changes and general predisposition to the de- 
velopment of cancer in rabbits with beginning tar tumors. 
J. Kowatczykowa. Bull. internat. Acad. polonaise d. 
sc. et d. lettres, 1936, p. 159. 

The fight against cancer in Mexico. C. ZUCKERMANN. 
Rev. mex. de cirug., ginec. y cAncer, 1936, 4: 587. 

Malignant tumors in Mexican children: cancer in child- 
hood. P. Menp1zABAL. Cirug. y cirujanos, 1936, 4: 188. 

[407] 

Shortening of life in the Ukraine due to malignancy. 
A. M. Merkov. Problémes d’oncol., 1936, 10: 103. 

The culture of malignant tumors of man. A. D. Tro- 
FEYEVSKI, S. V. BENEVOLENSKAYA, and B. B. VARCHAv- 
SKAYA. Problémes d’oncol., 1936, 10: 34. 

The value of histological differentiation of basal-cell 
carcinomas. S. WARREN, O. Gates, and P. W. ButTEr- 
FIELD. New England J. Med., 1936, 215: 1060. 

Studies on tumor metastasis. VII. Metastasis to the 
pineal gland. S. WARREN. Am. J. Cancer, 1936, 28: 713. 

A comparative study of the carcinogenic action of certain 
estrogenic hormones. A. LACASSAGNE. Am. J. Cancer, 
1936, 28: 735. 

Female sex hormones and malignant tumors. II. The 
effect of the ovarian hormones on malignant tumors. The 
effect of the hormone of corpus luteum on malignant tumors. 
III. The effect of the anterior pituitary lobe hormone on 
malignant tumors. The effect of the follicle-maturing 
hormone of the anterior pituitary lobe on malignant tu- 
mors. Y. Nitra. Jap. J. Obst. & Gynec., 1936, 19: 512. 

Statistics on the operability of cancer. L. Srmon. 
Monatsschr. f. Krebsbekpfg., 1936, 4: 236. [408] 

The transfer of tumor cells by the surgical knife. O. 
Sapuir. Surg., Gynec. & Obst., 1936, 63: 775. 

A study on the metabolism in the rabbit with sarcoma. 
Y. Fujita. Jap. J. Obst. & Gynec., 1936, 19: 597. 

The clinical and etiological factors in a case of Kaposi’s 
disease (sarcomatosis). N. V. Greco. Semana méd., 
1936, 43: 1761. 

An experimental study on the effect of rays of various 
wave lengths on malignant tumors. IV. The indirect 
effect of the rays on the growth of malignant tumors. 
V. Histological findings in the cardinal organs of the white 
rat with sarcoma by irradiation with various rays. VI. The 
effect of various rays on the glycolysis and tissue respiration 
of malignant tumors. Y. Esaki. Jap. J. Obst. & Gynec., 
1936, 19: 546. 





432 


An experimental study of the effect of x-rays on malig- 
nant tumors, especially in the bones. II. The metastasis 
of malignant tumors, especially its occurrence in bones. 
Metastasis in a case where 1 of the 2 transplanted tumors 
was irradiated with x-rays. III. The metastasis of malig- 
nant tumors, especially its occurrence in bones. Metastasis 
in a case where 1 transplanted tumor was cured incom- 
pletely by x-ray irradiation. {V. The metastasis of trans- 
plantable rabbit sarcoma in the case of the complete 
curing by x-ray irradiation. Y. YAMAMOTO. Jap. J. Obst. 
& Gynec., 1936, 19: 550. 

Malignant tumors and the acid-base equilibrium. I. The 
pH of the blood plasm in patients with uterine cancer. 
Il. Changes in the acid-base equilibrium of the venous 
blood in tumor tissues. III. The pH of the blood, sar- 
comatous tissues, and each organ in the rabbit with sar- 
coma. T. KAGEYAMA. Jap. J. Obst. & Gynec., 1936, 19: 
Pl pete 

The organization of the prophylactic service in the 
Oncological Institute. A. A. Epstern. Problémes d’oncol., 
1936, 10: IIS. 


General Bacterial, Protozoan, and Parasitic 
Infections 


Streptococcal infections. A. ASPINALL. 


Med. J. Aus- 
tralia, 1936, 2: 778. 


INTERNATIONAL ABSTRACT OF SURGERY 


Report of further observations on the use of speciti 
immune serums in the treatment of streptococcic infec- 
tions. H.L. Baum. Ann. Otol., Rhinol. & Laryngol., 1936, 
45: 9609. 


Ductless Glands 


Variations in the structure of the external genitalia of 
the male guinea pig due to the action of the hormones of 
the anterior lobe of the pituitary gland. R. Brot. Rev. 
méd. Lat.-Am., 1936, 21: 1151. 

Basophilic hyperpituitarism. J. F. Bromtry. Brit. J. 
Radiol., 1936, 9: 818. 

Pituitary hyperplasia in a male mouse after the admin 
istration of estrin. H. Burrows. Am. J. Cancer, 1936, 28: 


741. 

Infantilism due to tumor of Rathke’s pouch. O. Luau: 
and R. P. Morcrrxo. Rev. Asoc. med. argent., 1936, 40: 
1056. 

A case of successful hypophyseal transplantation in 
dystrophia adiposogenitalis. E. Kyz1n and T. KJje.uiy. 
Svensk. Likartidn., 1936, p. 1360. 

Interrelationships between the thyroid and the anterior 
pituitary. J. B. Corrie. West. J. Surg., Obst. & Gynec., 
1936, 44: 675. 

Studies on the effect of hydrofolliculin on plants. C. 
MeEyER. Gynéc. et obst., 1936, 34: 304. 





